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The principle of lessening the risk 
of crystalluria by the employment 
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Sprains, strains and muscle spasms 


A new, powerful penetrating agent in the external treatment of rheumatism and allied conditions 


The success of ‘Algipan’ is due to its act rapidly on the deeper tissues, 
ability to reach quickly the actual tissues promoting a prolonged pain - relieving 
affected. It incorporates the new hyperaemia. ‘Algipan’ is a non-greasy 
and potent penetrative agent methyl water-soluble cream. 

nicotinate, which opens up the way for . ° 9 

the powerful vaso-dilator histamine to Algi an 





* Trade Mark 
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* The Trade Mark is the property of Laboratoires Midy, Paris 
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TROUBLE 
AT SCHOOL 


She's at a difficult age under 


any conditions . but these 
days with fresh food so dear and 
diet § Zuli, SO many demand 
on her young body and develofi- 
ing mind no wonder she 
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AN IMPORTANT NEW WORK 


HORMONES 
A Survey of their Properties and Uses 


The important place in rational therapeutics occupied by the 
natural synthetic hormones has stimulated a demand for a 
summarized account of their physiological, chemical, and the 
pharmacological properties and their clinical uses. Prepared by 
experts in their particular fields this book provides the general 
information required by practitioners on this group of drugs, 
including those recently introduced into medicine, such as cortisone 
and A.C.T.H. 

There is an extensive bibliography and a classified list of com- 
mercial preparations. Pp. 21! +- ix. 14 tables and 34 illustrations. 
Price 35s. (Packing and postage 9d.) 





THE PHARMACEUTICAL PRESS, 17 Bloomsbury Square, London, W.C.! 
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Just published René Sand’s 
The Advance to Social Medicine 


Dr. René Sand, Professor of Social Medicine at the University of 
Brussels, traces the evolution and growth of social medicine from 
the earliest times to the present day . . . anexhaustive survey of this 
immense subject. A full prospectus is available from the Publishers 
Demy Octavo 655 pages 42s net 





Rheumatism Congenital 
H. Warren Crowe Heart Disease 


D.M. (OXON), B.CH., M >i. R« 
‘T tom Fe P J. W. Brown 
he rheumatologist will 
find much to admire in 
the care and thoroughness ‘For the clinician this is 
with which this book has one of the best books on 
been prepared.” — B.M.J. the subject .’—Practitioner. 


Second Ed Illus 17s 6d net Second Ed_ Illustrated 30s net 


M.D., F.R.C.P 
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Crown 8vo, 116 pages, 30 illustrations. 128. 6d. 
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By S. M. RIVLIN, M.R.C.S., L.R.C.P 
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By JOHN F. CUNNINGHAM, M.D., M.A.O., F.R.C.P.L., F.R.C.O.G 

Demy 8vo, 500 pages, a4g7 illustrations. 408. 
SPLEEN PUNCTURE 

By Dr. med. Sven Moeschlin. Translated from the German by A. PINEY, M.D., 
M.R.C.P. 

Demy 8vo, 229 pages, 0§ illustrations. 308. 
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Demy 8vo, 250 pages, 245 illustrations. 308. 
ETERNAL EVE. The Story of Woman from the Stone Age until Today 

By HARVEY GRAHAM 

Royal 8vo, 704 pages, 40 illustrations. 428. 
THE STORY OF ST. LUKE’S HOSPITAL 

By C. N. FRENCH 

Demy 8vo, 228 pages, fully illustrated 

New Editions 
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QUO VADIS...?2 


May we suggest a worthwhile visit to 
the new medical bookshop where a com- 
fortable chair, with personal service and 
attention, enables the visitor to choose a 
volume at leisure. 


Lloyd-Luke (Medical Books) Ltd. 
MEDICAL BOOKSELLERS 
22 CLEVELAND ST., LONDON, W.1 
Telephone : LANgham 4255 
Monthly Book List forwarded on request 





LLOYD-LUKE 
(Medical Books) LTD 
22 CLEVELAND 
STREET, W.! 

















NEW EDITION JUST PUBLISHED 
ORAL AND DENTAL 
DISEASES 


Aetiology, Histopathology, Clinical Features and 
Treatment 
A Textbook for Dental Students and a Reference 
Book for Dental and Medical Practitioners 


by HUBERT H. STONES 
M.D., M.D.S., F.D.S. (R.C.S., Eng.) 


Second Edition. 1,024 p 959 Illus. (91 in colour) 
fret 

“ The student will find here everything that is 
necessary for a complete understanding of the 
clinical conditions and underlying pathological 
findings of every aspect of the subjects of the oral 
and dental diseases. The whole subject is presented 
in an easily readable form and in a well-tabulated 
and connected manner. The zealous student will 
find himself reading with full enthusiasm, so easily 
does the language flow and the subject-matter 
develop 

“It is a most useful book of reference for the 
Student, practitioner, and teacher The average 
practitioner will find it a book of such value that he 
will be referring to it frequently.”"—The Dental 
Gazette 

“ Dr. Stones has made a splendid contribution to 
the field of oral pathology. His book deserves a 
place in the library of every practitioner.” 
Journal of the American Dental Association 


E. & S. LIVINGSTONE LTD, 
EDINBURGH AND LONDON 


Now available in Britain! 





A REPORT OF THE 
ACADEMY OF SCIENCES OF THE U.S.S.R 
AND THE ACADEMY OF MEDICAL 

SCIENCES OF THE U.S.S.R. 


The Scientific Session on the 
Physiological Jeachings of Academician 


PAVLOV 


The World Famous Russian Scientist 


A reading of these discussions on the practical 
application of Paviov'’s teachings to modern 
problems in Science and Medicine is essential 
for an understanding of the present contro- 
versy in educational science and psychology. 
174 pages. Price 2/6d. (plus 4d. post) 
Three more importont publications on Soviet 
Science 


LYSENKO 


The Situation in Biological Science. Price |/- 
(2d. post). New Developments in the Science 
of Biological Species. Price 3d. (2d. post). 
Heredity and its Variability. Price | /- (2d. post) 


COLLET’S 


66 Charing Cross Road, W.C.2. 36 Deansgote, 
Manchester. 62 Carr Lane, Hui! 


























Readers of The Practitioner will be interested in the 
INTERNATIONAL JOURNAL OF SEXOLOGY 


This Journal, with Editorial Boards in more than 20 different countries (ranging from Australia 
to America, Sweden to China, Israel to Czechoslovakia, and Germany to Spain) provides the ne 
really international medium for the exchange of news and views and the publication of origina! wor 
on human relations in sex and marriage. 


The standing of the Journal may be gauged from its Editorial Board for the British Isles 
(Dr. Clifford Allen, M.D., M.R.C.P., Mr. Ambrose E. Appelbe, M.A., LL.B., Dr. Eustace Chesser, 
Mr. Alec sae, Professor F. A. E. Crew, M.D., D.Sc., Fas. Dr. E. Elkan, M.D., and Mr. Kenneth 
Walker, F.R.C.S., with Mr. Cyril Bibby, M.A., M.Sc., F.L.S., as Editor). 

Medical Practitioners interested are invited to apply for a specimen copy and details of 
ao. on to the British Agents: A. Vernon Keith and Co., Napier House, 24/7, High 

jolborn, W.C.1. 
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A critical Study of all the non-physical methods of healing 


PsYCHOLOGY, RELIGION 
and HIEALING* °°... 
LESLIE D. WEATHERHEAD 


M.A., Ph.D., D.D 


THE LANCET 


“Mr. Weatherhead's wholehearted support of this scientific approach to the study 
of disease, and his conviction, supenadiy empbesined, that every patient must have 
all the help that medicine can give, should reassure those for whom the entire notion 
of * spiritual healing’ is suspect.” 


THE PRACTITIONER 
A remarkable book . . . the author's enthusiasm and deep conviction enhances 
his writings 


The Late DR. GEOFFREY EVANS 


This great Work. I personally find in it the presentation in simple and lucid 
language of the growing knowledge of God.” 


DR. KENNETH WALKER (The Sunday Times) 


‘I strongly recommend it to my colleagues in the medical profession.” 


*% Please write for a free leaflet to the Publishers 


" HODDER & STOUGHTON, WARWICK SQUARE, LONDON, E.C.4 











THE DIAGNOSIS OF NERVOUS DISEASES 


By Sir JAMES PURVES-STEWART, F.R.C.P., 
and C. WORSTER-DROUGHT, F.R.C.P. 
Tenth Edition x + 962 pages. 388 illustrations. 50s. net. 
This standard work has been thoroughly revised and brought up to date and is 
sure to maintain its high reputation. 


RADIOLOGY OF THE TEETH AND THE HAIR AND SCALP 
JAWS A Clinical Study 

By FRANK L. INGRAM, M.R.C.S.,. By AGNES SAVILL, M.D., F.R.C.P.I. 

L.R.C.P. viii 160 pages. Fourth Edition. xii + 316 pages. 

281 illustrations. 16s. net. 59 illustrations. 25s. net. 
VIRUS AND RICKETTSIAL . — - 

—s THE COMMON INFECTIOUS 
DISEASES DISEASES 


: s 
By S. P. BEDSON, F.R.CP. A.W. . STANLEY BANKS, MD. 


DOWNIE, D.Sc., F.O. MACCALLUM, FRCP 
M.D., and C. H. STUART-HARRIS, Se 
F.R.C.P. viii +- 333 pages. 
33 illustrations. 24s. net. AN INTRODUCTION TO CARDI- 
FORENSIC MEDICINE OLOGY 

By KEITH SIMPSON, M.D. vii+ 335 By GEOFFREY BOURNE, M_.D., 
pages. 114 illustrations and | plate. F.R.C.P. viii + 264 pages. 

16s. net. 65 illustrations. 18s. net. 


EDWARD ARNOLD & CO. 


41 MADDOX STREET, LONDON, W.1! 


viii + 354 pages. 
90 illustrations. 21s. net 
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Saving Time is vital to 
the Medical Profession 





TAPE-RITER eee 


The high-speed Dictating and | 
Recording machine designed 
particularly for Doctors and 
other Professional men 


CONSIDER THESE FEATURES 


% High Quality reproduction on Magnetic tape held in 
Cartridge 


% Each tape gives 30 minutes recording No handling 
necessary. Cartridges can be changed in two seconds. 


*% Automatic erasure facilitates correction and extends life 
of tape indefinitely. 


% Simple to operate with instantaneous control 


% Records and transcribes dictation, conferences, interviews 
and telephone conversations 


% Can be run from a 12-volt battery and used in a car. 
Write or telephone for a demonstration at a 
place and time convenient to you 


LONDON OFFICE MACHINES LTD 


128 TERMINAL HOUSE 
GROSVENOR GARDENS, S.W.1 
Telephone : SLOane 1061 and 1626 


You are invited to visit Stand No. 31 at the Business 
Efhciency Exhibition (Birmingham) 








VETERAN ROLLER 
CABINETS 


THE 
DOCTOR'S 
CABINET 
Specially designed and made for medical 


record cards, 8” high « 5° wide; on rollers 
for easy running 





Patterns 703 without Lock 
7O3L with Lock 


Enquiries to 


CRADDOCK & CRADDOCK LIMITED 
7 Fisher Street, London, W.C.1! 

















FAVOURITE 
PRESCRIPTIONS 


“ There are few medical men who will 
not find something of value in this 
symposium, and to put new heart into 
the weary practitioner there is perhaps 
no better prescription than the stories 
related in Lord Horder’s section of 
the book.”"—St. Bart's. Hosp. Journal. 
Fully indexed 80 pp. Price 4s. 

(by post 4s. 4d.) 


The Publishing Department 
THE PRACTITIONER 
5 Bentinck Street, London, W. 1 
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Retailers of 






ial 
The Largest Officia 
ROLLS- -ROYCE & BENTLEY 


\ k List of Used Cars —* 


Showrooms: Hanover Square, W.1. MAY fair 7444. Berkeley Square, W.1. GROsvenor $811 
Service Works: Lombard Road, Merton, S.W.19. LiBerty 7222 












PROTECT YOUR CAR SEATS! 
WHEN YOUR 
ADVICE IS 
‘don't climb 
stairs’ 
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The ELECTRIC 


Home LIFT 


Easy to Install + Simple to Operate 
* Economical to run 


Information obtainable trom 


HAMMOND & CHAMPNESS LTD. 


Gnome House, Blackhorse Lane, London, E17 






Sr Grerall 


Ltd 
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Specially designed 


for Oral Surgery . 
BOYD GARDNER’S 
BONE OPERATING INSTRUMENTS 


This is a useful set of stainless steel in- 
struments specially selected for jaw 
surgery. It is supplied in a portable, 
felt-lined case. 

The Boyd Gardner Outfit comprises: 1 
Austin Retractor, 1 Surgical Mallet, 1 
Pin Holder (small Mayo), 2 Osseous 
Chisels, 1 Austin Knife, 1 Straight- 
shanked Elevator, 2 Le Cluse Elevators 
(1 large, 1 small). 








AN ‘AMALGAMATED DENTAL’ PRODUCT 


Trade Distr bution: 
Amalgamated Dental Trade Distributors Led. 
7 Swallow Street, Piccadilly, London W.! 
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This paraplegic patient, aged 25, developed symptoms in 1943 of stiffness in the neck 
and pain in the right hip. Condition was diagnosed as a tumour inside the spinal 
cord (glio Blastoma multiform). The site of the tumour: C 4, 5, and 6. 

First laminectomy was performed 1943; a second operation was performed in March 
1946. X-ray therapy was given in April 1946, September 1946, and December 1946 
A Spencer Dorsolumbar Support with a rigid lacing back and front was applied in 
October 1946, which enabled the patient to use his special walker for exercise 
Abdominal muscles are paralysed and a special Spencer Abdominal Spring Pad 
incorporated in his support has been helpful in assisting respiration and relieving 
symptoms of constipation and indigestion. 

Prognosis is poor but the patient is comfortable as long as he wears the support and 
does not attempt to be too active. Because he is unable to sit erect without high 
support to his back and uplift for his diaphragm and chest, Spencer Designers created 
the support (as shown) to come up well over the chest to enable the patient to sit 
up with more comfort. Elastic gores at top sides assist in respiration. Special 
hip pads protect the prominent hip bones. 


For further information write to 


SPENCER (BANBURY) LIMITED 


Consulting Manufacturers of 


Surgical and Orthopaedic Supports 


Spencer House - Banbury + Oxfordshire 
Telephone: 2265 


Branch Offices and Fitting Centres 


MANCHESTER: 38a, King Suet, 2. Tel. BLAckfriars 9075 
LIVERPOOL: 79, Church Street Tel. Royal 4021 
oe Victoria Buildings, Park - Street, 1 (opposite =. ae 


BRISTOL: 44a Queens Road, 8 Tel. Bristol 24801 
GLASGOW: 86 St. Vincent Street, ¢.3. Tel. Central 3232 
EDINBURGH: 3a, George Street, 2. Tel. Edinburgh 25693 


Trained Spencer Retailer-Fitters avoilable throughout the Kingdom, name and address of necrest Fitter 
supplied on request 
APPLIANCES SUPPLIED UNDER THE NATIONAL HEALTH SERVICE 
Copyright 
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In established nasal infections 
*‘PENDEX?’ provides 


prompt and 
prolonged 
vasoconstriction 


Jus 


the potent 
bacteriostasis 
of penicillin 





Penicillin (unlike the sulphonamides) is not inhibited 
by the presence of pus, and has proved highly effective both in acute 
sinusitis and in flare-ups of chronic sinusitis. 
* Pendex ’ — providing the bacteriostatic action of penicillin, plus the 
} aeration and drainage effected by ‘ Paredrinex ’ — has proved 


particularly useful in such conditions. ‘ Pendex’ can be used to irrigate 





the sinuses, followed by the displacement technique ; 


or it may be administered by tampon. 


— the pemeillin - vasoconstrictor for intranasal use 


Available in 15 ml. (4-oz.) bottles, on prescription only 





MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, S.E.5 


evezg Smith Kline & French International ¢ wner of the trade marks ‘ Pendex’ and ‘ Paredrinex’* 
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FOR THE MENOPAUSAL PATIENT 


HEWESTROL 


Mark 


A pleasantly flavoured elixir containing Ethinylestradiol B.P. 0.02 
mgm. in each teaspoonful (60 minims). It provides maximum 
cestrogenic activity with minimum dosage and the absence of side 
effects and feeling of well-being generally experienced means that 
the patient’s freedom from discomfort is complete. 


Packed in bottles of 4 fl. oz. and 20 fl. oz. 


Samples and literature on request 


Cc. J. HEWLETT & SON, LTD. 


35-43 Charlotte Road, London, E.C.2 
and at 216 ORR STREET, GLASGOW, S.E. 




















FLAT FEET - 


The ‘Inneraze’ principle of the in-built wedge 


8o 


‘Inneraze’ shoes are supplied (on medical ; theneedforsuper- 


prescription only) for the treatment of pro- | vision. The wedge 
nation. They make use of the wedge principle, __is of course invis- 
ible from outside 


For the wedge is built the 


but this is applied in a far more satisfactory 





way than normally shoe, which 


into the shoe internally, not applied extern- was designed in 


ally. This, in conjunction with the buttressed 
heel, ensures that the ‘lift’ given by the 
wedge is not altered by wear — not even by 
repair work. Thus the surgeon is relieved of 


the closest collaboration with an eminent 
orthopaedic surgeon. An Inneraze shoe looki 
almost exactly like any other of the first-class 
shoes made by Start-Rite for children. 


INNERAZE shoes by cTARTRITE 


For illustrated leaflet and the names and addresses of suppliers please 


write to: The Managing Director, James Southall & Co., Ltd., 34 St. George Street, Hanover Square, London, Wl 
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The Assurance of 


a CAZAP Support 


Camp research assures correct 
therapeutic design. 














—— = Camp textile knowledge assures 
| | dh anatomical supports of finest quality. 
VN Camp educational department assures 
aa IP regular training of qualified fitters. 
\ T 7 . Camp policy assures ethical dispensing. 
— ‘ag ain For your Library —The Camp Reference Book 
| 4) { of basic designs available free on request 


| | CAMP ANATOMICAL SUPPORTS 


S.H. CAMP & COMPANY LTD., 19 HANOVER SQUARE, LONDON, W.i 
Mayfair 8575 (4 lines) FWS 57) 


B.O.C UNIVERSAL 
PORTABLE STAND 


Designed to meet the exacting requirements of modern surgery 
this B.O.C. portable anesthetic stand (six cylinder model) is 
superbly built and finished, and smoothly mobile on silent ba!! 
bearing castors. The low centre of gravity makes it extreme 
stable. Notable protection features include non-interchangeable 
couplings, with quick coupling of cylinders on the open yoke 
principle, and colour identification to B.S.I. recommendations 
Accommodation is provided for two oxygen cylinders, two 
ey nitrous oxide, one cyclopropane, and one carbon 
°° *, dioxide—with each cylinder connected and standing 
BY by for immediate use. The stand will carry either 
<2 Gillies, Boyle or other anesthetic equipment. Further 
“ars ~— details will gladly be supplied on request 


THE BRITISH OXYGEN CO. LTD 


LONDON & BRANCHES Incorporating A. CHARLES KING LTD 
































BISMUTH CARBONATE 


Extract from Editorial, Danish journal, ‘ Ugeskrift for Laeger ’, 
November 30th, 1950 
_“*... Kemp, one of the greatest authorities on ulcers . . . contributes statistically 
significant clinical material. . .. He suggests local treatment has been neglected, 


and gives in this number an account of the remarkable results obtained with the 
Bismuth Carbonate method... .” 


= —— 
Extract of Report on Bismuth Carbonate in treatment of Peptic 


Ulcer from St. Luke’s Hospital, Copenhagen, Denmark , ‘ Uges- 
krift for Laeger’, November, 1950 


RESULTS AFTER 1 MONTH’S TREATMENT 
: Slowly Not Free from 
as Symptom-free epee ae 


In-patients .. 160 126 (78.8°%) 25 9 151 (94.2°) 
Out-patients .. 242 182 (75.2%) 53 7 235 (97.1%) 


No. of Immediately 
Patients Symptom free 


Total .. 402 308 (76.6%) 78 16 386 (96%) 
o 


* British Medical Journal’, February 10, 1951, p. 292 
“* _.. The peptic ulcer patient can be helped by substituting for milk a protective 
emulsion with no food value, such as Bism. Carb. gr. 40 (2.6 g.), Mag. trisil. gr. 
20 (1.3 g.), Mucil. Acac. q.s., Tinct. aurant. min. 10 (0.6 ml.), Aq. ad 4 oz. 
(14.2 ml.). . . . 
The bismuth forms a protective pellicle and can be seen on the surface of an 
ulcer long after the stomach has emptied itself.” 


Extract of report from a London Hospital, November 8, 1950 


“At this hospital, during the past year, the physician in charge of the gastro- 
enterological dept. has been using Bismuth Carbonate and Bourget’s solution in 
the treatment of ulcers. The method followed is the one described by Sk. Kemp, 
M.D., of Copenhagen. The results have been good and patients have responded 
well and quickly, and this treatment is now quite an established one in the 
hospital.” 

uae @ = 
Free Samples of Bismuth Carbonate are available to Hospitals 
and members of the Medical Profession for trial purposes 


Full Literature on Bismuth Therapy obtainable from 


BISMUTH RESEARCH DEPARTMENT 


MINING & CHEMICAL PRODUCTS LTD 
376 Strand, London, W.C.2 
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“*CORTEXOL’ 


for 
RHEUMATISM especially FIBROSITIS 
ANALYTICALLY CONTROLLED ADRENALINE CREAM 


Cortexol is a stable, analytically controlled 1—5,000 w/w adrenaline cream. 
Adrenaline cream has been found potent two years after manufacture, but so 
that Cortexol can only be used in the peak period of potency, each packet shows 
an expiry date which is more than six months within the safety limit. This is 
important as some adrenaline creams contain no active adrenaline (vide Medical 
World, 4.11.1949). 


. Literature and Samples on request 

PRESCRIPTIONS :‘ CORTEXOL’ IS NOT ADVERTISED TC 
THE PUBLIC AND CAN BE PRESCRIBED 
ON E.C. 10 FORMS. 





PACKAGES : 





16 oz. 15/- 


No Tax 


CAMDEN CHEMICAL CO. LTD., 61 GRAY’S INN RD., W.C.I 


2 oz. 5/- 















Available on the National Health Service 


CLINITEST <=f 


TRADE MARK 


The handy pocket set for 
urine-sugar analysis 


Complete, compact and clinically dependable, 
‘Clinitest ’ urine-sugar analysis set assists diabetic 
patients to carry on a normal, active life. This 
one-minute tablet test needs no external heating 
and gives colours which are easy to compare 


CLINITEST 


sgproved by the Medica PM tis: C. »ymmittee 
f the Diabetic Association 


with the ‘Clinitest’ colour scale. 10 years Complete Set. including 36 tablets . . 10/- 
successful use in many countries, backed by Refill bottles (36 tablets) . . . 
extensive clinical research, gives practitioners Supplies always available at your chemist. Medical 


terature available on request to the sole distributors 


DON S. MOMAND LTD - 58 ALBANY STREET, LONDON, N.W.1 


and patients every confidence in the reliability 
of * Clinitest’ (Brand) Sets and Reagent Tablets 
They comply with official specifications for 





appliances and reagents for urine-sugar analysis 
which may be prescribed on Form E.C.10 


Manufactured by Miles Laboratories Ltd., Bridgend, 
South W ales, under licence from Ames Company, Inc. 




















Introducing p RO \ E S 


SQUIBB 


1 significant advance 


in 


PROCAINE 


AMIDE HYDROCHLORIDE 


the of 


treatment 


Ventricular Arrhythmias . . . Less toxic than quinidine 











BEFORE 


Ventricular tachycardia persisting after 


six days of oral quinidine therapy 


How does PRONESTYL act? It has a 
depressant action on abnormal auricu 
lar stimulus formation, a depressant 
influence on normal conduction and an 
atropine-like action with a sympathetic 
blocking action 

When 
conscious 
of 
af 


renously 


Orally.—In 


treatment 


it indicated ? 


patients 


is 
for the 


ventricular tachveardia and runs 


extrasystoles Intra- 


to 


ventr.cular 


In anesthesia, correct 


ventricular arrhythmias 


What are the advantages? Pronesty! 
is relatively free from the symptoms of 


Capsules 0.25 gm.., 


bottles of 100 and 1000. 


4FTER 


Normal sinus rhythm after 


oral PRONEST YL therapy 


nausea, vomiting and diarrheea so often 
experienced during quinidine therapy 
Pronesty! may be given intravenously 
without the hazards and uncertainty 


of 
been found to respond to Pronestyl 


quinidine. Several cases have 


when quinidine in adequate dosage 


failed. Pronestyl, unlike procaine, 


effect 


much 


slowly hydrolysed and its 


Is 


is thus more prolonged; it is 


the 


prod uce 


less toxic, and conscious 


patient does not central 


nervous stimulation Given orally, 
the hypotensive effect is less than that 


of procaine. 


Solution 100 mg. per c.c., 10 c.c. vials 


Further details available on request 


EK. R. 


Vanufacturing 


& 


. 
Chemists 


17 18, OLD BOND 


Established i 


NOW MANUFACTURING 


to 


STREET, 


New 


\ 


SQUIBB & 


SONS 
Medical 
LONDON, 


Profession 


Wl 


the 


York i 1858 


SPEKE, LIVERPOOL 
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In febrile states associated with acute 
rheumatism, tonsi!litis, and influenzal colds, 
diaphoresis with subsequent drop to normal 
temperature and relief from painful symptoms 
may be expected through the systemic 
administration of HYPON TABLETS, in 
conjunction with the usual prescribed rest. 
Rapid and complete disintegration ensures full 
therapeutic effect. Side effects of depression 
and constipation are avoided. 
FORMULA: Acid Acetylsalicyl. 40.22°,., Phenacet. 48.00”.,., 
Caffe.n. 2.00°,,., Codein. Phosph. 0.99°,.. Phenolphthal. 1.04°.., 
Excip. 7 735°.,., Each tablet 8 grains 


HYPON 


ce eo. Se 


AVAILABLE ON FORM E.C.10 


CALMIC LIMITED - MANUFACTURING CHEMISTS - CREWE - TELEPHONE: CREWE 3251 5 
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DURACILLIN A.S ous susper 

aine penicillin G—t ant s slowly released 
the tissues and a dose of »very 24 hours provide 
adequate therapy for most t DURACILLIN AS.’ 
also possesses other important advantages—it is relatively 
free from potential allerge ss pressure is required 
on injection than with oily spensions and injection 
S practically painless. As 
and remains stable for |2 montt 
is the ideal penicillin preparati 


practitioner. 


*Registered trode mark 


URACILLIN A.S. 


PROCAINE PERICILLIN—G& AQUEGUS SUSPENSION 


PRESENTATION: Rub 


pe 


EL! LILLY AND COMPANY LIMITED, BASINGSTOKE, HANTS 
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Carbohydrate Dyspepsia 
and 
The General Practitioner 


No. 4 of a series of monographs on diet, summarising recent 


trends of medical opinion. 


Previous monographs are 
1. OBESITY and the General Practitioner 
2. SALT RESTRICTION and the General Practitioner 
3. PEPTIC ULCER and the General Practitioner 


Available without charge to medical practitioners 
on application to: 


ENERGEN DIETARY SERVICE (Dept. C.43) 
65, Pound Lane, Willesden, N.W.10 








Relieving a ‘cold’ spell... 


Everyone knows that getting wet is one of the 
quickest and surest ways of getting acold. But 
it is also acknowledged that Anadin is one of 
the quickest and surest ways of relieving the 
symptoms. Muscle pains, headaches, mild 
fever and depression are speedily counteracted 
by the action of Anadin. It can be recom- 


mended with the fullest confidence both for 





yourself and your patients. 
DOSAGE: Two tablets, at the 
first signs of a cold, repeated 


two hours later if required Q N A D i N 
Trade Mari 








INTERNATIONAL CHEMICAL co PB. cu NIES STREET, LONDON, w.c.i 
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FOR YOUR 


PREGNANT PATIENTS 


WITH NAUSEA AND VOMITING 


Nidoxital 

s available in bottles 

of 20 and 100 capsules 
Original prescriptions should 
specify no more than 20 
capsules since this quantity 
is usually sufficient for 

complete contro!. Dosage 
one capsule 30 to 45 
minutes before meals in 
the usual case ; may be 
increased to 2 to 3 
capsules in exceptionally 
severe cases 


For the 50”., of pregnant women who suffer gastric 
distress. NIDOXITAL provides rapid relief. In almost 
all patients treated with NIDOXITAL, symptoms 
disappear within one to three days.* 


Nidoxital 


is rational therapy 


Since the problem is complex, NIDOXITAL provides 
five effective agents for a full range of therapeutic and 
prophylactic action 

Benzocaine — to diminish gastric excitability 
Nicotinamide —to reduce excessive peristalsis 
Pentobarbital sodium —to depress central excitability 
di-Methionin to support normal liver function 
Pyridoxine —for fatty acid and protein metabolism, 
maintenance of nerve function and erythropoiesis 
Pyridoxine is reported by many clinicians to have a 
favourable effect in nausea and vomiting of pregnancy 
and is a firmly established agent in treatment 

of this condition 
ON 


LITERATURE REQUEST 


* The use of Nidoxits Emesis Gravidarum 
Obst. & Gynec. 59: 458, 1950 


Ortho Pharmaceutical Limited 


ww 


HIGH WYCOMBE 


BUCKINGHAMSHIRE ENGLAND 


Makes of Gynaci Ppartmaceuticals 
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For Sate 
and acceptable 


Sulphonamide Therapy! 


* Cremotresamide’ reduces the incidence of 
crystalluria—the primary factor causing renal 





t | complications in patients undergoing 
i . 
sulphonamide therapy. 


* Cremotresamide’ produces and maintains highly 
effective blood levels. 


* Cremotresamide > combines low toxicity, excellent 
tissue distribution and good therapeutic efficiency. 


‘ Cremotresamide’ is particularly acceptable to 
children, but will be found useful in all age groups. 


oe 


Descriptive literature, clinical package and practical 
dosage card gladly forwarded on request. 


Sharp & Dohme Ltd., Hoddesdon, Herts. 


| 
| 
] 
4 





me. | ( SHARP 
DOHME/ 


motresamide 


Triple Sulphonamide Suspension 





| 


re 


be. 
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HERE IS A LIST OF 
SMITH & NEPHEW PRODUCTS 


prescribable under the N - H m S 
A 


SMITH & NEPHEW PRODUCTS 








DRUG TARIFF DESCRIPTION 





Elastic Adhesive Bandage, 8.P.C 


ELASTOPLAST Elastic Adhesive Bandage B8.P.C. 
2°, 2)", & 3° & 5S yds. stretched 





Elastic Zinc Oxide Plaster, B.P.C 


ELASTOPLAST Elastic Adhesive Plaster 8.P.C. 
"a2 1} yds. stretched 
1" S yds. stretched 





Standard Dressings. B.P.C 
Nos. 3, 4, 5 and 6 


ELASTOPLAST Standard Wound Dressings B.P.C. 
No. 3 (1) 2"). No. 4 (2 3"), No. $ (21" « 34") 
No. 6 (3 4\"). (Packets of 3) 





Boil Dressings 


ELASTOPLAST Boil Dressings (Tin of 3 pads) 





Cotton Crepe Bandage 


ELASTOCREPE Cotton Crepe Bandage. 
rive me ©) 5 yds. stretched 





Elastic Adhesive Bandage 


DIACHYLON-ELASTOCREPE Bandage. 


(Diachylon base) 3” x J yds. unstretched 





VISCOPASTE Zinc Paste Bandage (Drug Tariff) 


P Tariff 
Zinc Paste Bandage (Drug Tariff) (Unna’s paste type) 31° x 6 yds 





ICHTHOPASTE Zinc Paste and Ichthammo! Bandage. 


Zinc Paste and ichthammo! Bandage 34" x 6 yds 





JELONET Paraffin Gauze Dressing 8.P.C. 
Pieces 3] 33". 
Single piece pack, tin of 5 pieces 
tin of 10 pieces, tin of 36 pieces 


Paraffin Gauze Dressing B.P.C. 





GYPSONA Plaster of Paris Bandage B.P.C. 
27,,.4 46 3 yds 


PARAGON Non-adhesive Sponge Rubber 
Sponge Rubber 34” x 6° (Box of 3 pieces). 


Plaster of Paris Bandages B.P.C 











Apply for this wallet-size card to 
the Medical Division. T. J. Smith & 
Nephew Ltd.. Neptune Street. Hull 


All these products are manufactured with the 
same skill and care as the famous Elastoplast 
bandage; their standards of quality are equally as 
high and equally as reliable. That is why each has 
been used extensively in hospitals for many years 

Prescribe them by mame to ensure that your 
patients benefit from their dependable quality 

Outside the British Commonwealth, Elastoplast 
and Elastocrepe are known as Tensoplast and 
Tensocrepe respectively. 


SMITH AVEPEEW 
PRODUCTS 
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‘ 40 ‘ FURACIN’ SOLUBLE DRESSING has 
<0 advantages Over previous anti-microbial therapy. 


Its wide antibacterial spectrum includes gram-negative 
as well as gram-positive organisms ; healing rate is not 
retarded ; wound odour is diminished, and the 
occurrence of bacterial drug-resistance has not 
been reported. 
‘ Furacin’ Soluble Dressing is useful for 
topical application in the prophylaxis and 
treatment of surface infections occurring in 
wounds, burns, or ulcers 
These advantages over other antibacterials are 
possessed also by ‘ Furacin’” Solution 
which presents the active principle — ‘ Furacin’ 
— in a liquid vehicle. 
Both preparations contain 0-2°,, nitrofurazone. 
* Furacin’ Soluble Dressing is available 
in 2-oz. tubes, 4-0z. and 16-oz. jars. 
‘ Furacin’ Solution is available in 
2-fi. oz., 4-fi. oz., and 16-fl. oz. bottles. 





: DRESS! A 


Further information on request 


MENLEY & JAMES, LIMITED, COLDHARBOUR LANE LONDON, S.E.5 


rex fered user i rme trade mark * Furacin’ 
FP22 
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announcing 


PAEDIATRIC 


Chloromycetin 


PALMITATE* 


CHLOROMYCETIN’ 


in 2 pleasantly "avoureg Suspe sion 
q 


The introduction of Pediatric Chloromycetin Palmi- 
tate marks an important advance in the administration 
of Chloromycetin to children and to those unable to 
take this antibiotic in capsule form. Pediatric Chloro- 
mycetin Palmitate is a pleasantly flavoured suspension 
containing a tasteless derivative of Chloromycetin 
(Chloramphenicol, Parke-Davis). It is extremely ac- 
ceptable to children of all ages and is being acclaimed 
by physicians everywhere. 


Supplied in 60 c.c. bottles. Each teaspoonful (4 c.c.) 
contains the equivalent of 125 mgm. Chioromycetin 


p: Parke, Davis 


and Company, Limited Inc. U.S.A. 


HOUNSLOW, 
Telephone: Hounslow 236! 


indicated in the treatment 
of mony becterial, virus 
and rickettsial infections, 
including: 
PERTUSSIS 


PRIMARY ATYPICAL 
PNEUMONIA 


BACTERIAL PNEUMONIA 


INFANTILE GASTRO- 
ENTERITIS 


LARYNGO-TRACHEO- 
BRONCHITIS 


HAMOPHILUS 
INFLUENZA MENINGITIS 


SALMONELLOSIS AND 
DYSENTERY 


URINARY INFECTIONS 
SURGICAL INFECTIONS 
MEASLES 

MUMPS 


MIDDLESEX 











XXVIII THE PRACTITIONER 






| 


fi 


Simplifying Seasonal Therapy... 


PAVACOL for Coughs' 4 \ = \\ 
PAPAVERINE-CODEINE COUGH SYRUP 


Prompt relief for most cases of cough can be effected by means of 
PAVACOL. Consisting of a balanced combination of papaverine (0.02% ) 
and codeine (0.08°.,), with aromatics and expectorants, PAVACOL 
rapidly allays the cough and induces natural sleep. The relief it gives 


minimises the patient's repeated calls on the physician's time. 


Bottles of 4, 16, and 80 fi. ozs. 


| ADAPRIN for Chilblains 
. TABLETS 


Chilblains respond quickly to treatment by ADAPRIN Tablets. These 
i not only clear up the condition itself but prevent an early recurrence. 
! Containing acetomenaphthone (10 mgm.) and nicotinamide (50 mgm), 
' ADAPRIN Tablets also counteract any deficiency of vitamins K and 
- PP, and stimulate peripheral circulation. 


Containers of 25, 100 and 500. 
Price List on request. 
WARD, BLENKINSOP & CO. LTD. 


6, HENRIETTA PLACE, LONDON, W.1. 
LANgham 3185. Duochem, Wesdo, London. 








Makers of Ekammon for Safer Salicylate Therap) 
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When anxiety 


makes life a burden 


To the patient suffering from emotional 


imbalance, the ordinary problems of 


everyday life can appear insuperable, and 
physical symptoms may also develop. 
The elimination of possible causes — 


economic, social, or domestic — 1s not 


always practicable ; tactful reassurance 


must often be enhanced by active 
therapy. In cases of depression assoc- 
iated with anxiety ‘ Drinamyl’ induces 
relieves 


a sense of tranquillity and 


mental and emotional distress 


"DEON AWG’ 





*DRINAMYL’ TABLETS 


Available, on prescription 
only, in bottles of 25 tablets 
Each tablet contains 5 mg 
dextro-amphetamine sulphate 
* Dexedrine’) and 32 mg 
gr. 4) amylobarbitone 


tor Smith Kilne & French I ate ational ¢ wner of the trade marks 


is remarkably helpful 


Samples and further information are available on request 


MENLEY & JAMES LIMITED Coldharbour Lane, London, S.£.5 


Drinamyl &° Deredrina 

















DLPIOI 











; 





XXX THE PRACTITIONER 














Product of Riker Rescawch 


A potent alkaloidal fraction of Veratrum viride— 

biologically standardised for hypotensive activity in 

mammals—a new active principle not heretofore avai!- 
able, for the treatment of hypertension. 


An entirely new drug, Veriloid presents only the hypotensive ester alkaloids 
of Veratrum viride freed from the irritant and inert dross of the crude root. 
This active principle, because it is biologically standardised, is absolutely 
uniform in its pharmacological action. 


Individualisation of dosage is essential for maximum therapeutic benefit. 
In the majority of patients the average daily requirement of 9 to 15 mg. 
given in divided dosage three times daily leads to a clinically significant drop 
in arterial tension brought about by relaxation of the smaller arterioles. This 
effect is readily maintained for as long as the drug is given, for tolerance to 
Veriloid usually does not develop. Concomitantly, gratifying subjective 
improvement is discernible by the patient. 

Veriloid has been found effective in malignant hypertension, severe 
essential hypertension and in moderate elevation of the blood pressure. It 
is available on presciption through all pharmacies in slow dissolving tablets 
containing 1.0 mg., in bottles of 100. Veriloid may be prescribed on Form 
E.C.10 without restriction. 


RIKER LABORATORIES LTD., 29, KIRKEWHITE STREET, NOTTINGHAM 


Literature available on request 





VERILOID 
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‘SULPHAMEZATHINE’ 


SULPHADIMIDINE B.P. TRADE MARK 








*Sulphamezathine * has a wide range of antibacterial action, and can 
be used wherever a sulphonamide is indicated. Toxicity is exceptionally 
low, and nausea, vomiting and other common reactions are rarely 
encountered. Renal complications do not occur. ‘Sulphamezathine ’ 
is considered by many to be the drug of choice for children and 
elderly patients. 


Available in the form of tablets (0.5 gm.) ; jozenges; oral suspension wader ; and as the 
sodium salt in sterile solution jor parenterai admini: 7 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LTD. 
A subsidiary company of Imperial Chemical Industries Lid.) WILMSLOW, MANCHESTER 
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Proteolysed Liver B.P.C 


Indications : all forms of macrocytic anaemia, refractory 


anaemia, hypoproteinaemia, coeliac disease, sprue, 


anaemia of pregnancy and lactation, tuberculosis, 


debility, pre-operative and post-operative. 


Brochure supplied on request 


Paines & Byrne Ltd 


Pabyrn Laboratories, Greeatord, Middlesex 
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Y The first step in all Nervous Affections — Y 
ney : wy 
q Y 
y ELIXIR GABAIL y 
NA Wi) 
Noy This distinctive product has won a ___ standing therapeutic qualities of the VW 
Y place in the treatment of all types drug. Reinforced with minimal doses WV 
NOAA of 
Md of nervous affections by reason of of strontium bromide and chloral f 
y \ 
v/) itsachievement of a highconcentra- _ hydrate, Ecixir GaBalit has no coun- V 
— y 
’ tion of VALERIAN with none of the _ terpart in modern practice for the wy 
, $ disagreeable and nauseating features achievement of sedation without wy 
V/ which so often invalidate the out- _ recourse tobarbiturates or narcotics. V 
w wy 
VY Dosage: One tablespoonful Supplied in bottles of 187¢.c., V 
Ww in water twice or thrice 60 2 te hel Ge W 
x daily. For Insomnia: Two 160z., and in bulk for dis- & 
Y tablespoonfuls at bedtime. pensing and hospital use. ny 


2 
SS 


y 
Literature and Sampre from the Distributors VY 
, THE ANGLO-FRENCH DRUG CO., LTD. 11-12 Guilford Street, London, W.C.| y 
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We regret to announce that 


the recent import restrictions have cut the supplies of 


Roter Gastric Ulcer Tablets 


for the next six months to about 6% of requirements. 


The immediate effect of this is that, of the many 
thousands of patients on Roter therapy, a large number 


will have their treatment cut off, or drastically reduced. 


In view of this serious position, it will be greatly 
appreciated if doctors prescribing Roter Tablets will 
communicate with us for the purpose of supporting us 
in our attempt to improve supplies and to ensure con- 


tinuance of essential treatment. 


© F-A‘I'-R LABORATORIES @ 
LIMITED , 


179, HEATH ROAD, TWICKENHAM, MIDDLESEX 
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The solubility curve of 
Urolucosil* reaches a maxi- 


mum of 98°, at pH 7. The 
| product is consequently ideal for treatment of B.coli 
{ 


infections of the urinary tract. In such conditions high 
urinary concentration is essential: during Urolucosil 
therapy, therefore, only the minimum amount of fluid 
should be taken. This would appear to be directly con- 
trary to normal practice with sulphonamides, but the 
high solubility combined with a low percentage of 
acetyl derivatives in Urolucosil ensures that a dose so 
small as 0-1G. Urolucosil four-hourly will give a urinary 





concentration as high as 20 mg. per 100 c.c.—a 
| concentration more than adequate for sterilization of 
the urine. 


The smallness of the dose and the low 
acetylation rate combine with the high solubility to 
iy make the risk of side-effects negligible with Urolucosil. 


Urolucosil 


ked 


Lach tablet contains 0 16.2-sulphaniiamido- 


»-methyl-1-thio-3 : 4-diazole 





stele f 25 O1G. tablet 
and er Pert / 5 S$. 1V 
ra ° t to pur 








NO WARNER PREPARATION HAS EVER BEEN ADVERTISED TO THE PUBLIC 





William R.WARNER and G@..ttd. Power Road,London U4, 
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F “99” and 
INFANTILE ECZEMA 


One of the manifestations of eczema most 
difficult to heal is infantile eczema, and while 
it would be idle to pretend that all cases of 
this form can be successfully treated with 
F “99” (unsaturated fatty acid concentrate), 
ample clinical evidence exists to justify its 
employment under proper medical super- 
vision. The case illustrated below is of Child 
A.B., born September 15th, 1947. Diagnosis 
of severe infan- 
tile eczema with 
crust formation. 
The treatment 
given was a half 
capsule of 
F “99” mixed 
with the first 
feed daily, with 
daily local ap- 
plication of 
F“ 99" QOint- 
ment. Since this 
case was treated, 
a new and im- 
proved presen- 
tation has been 


ABOVE: 


Photograph of Child 
A.B., taken April 
27th, 1948. 


ALONGSIDE : 


Same child photo- 
graphed on July 9th, 
1948. 


introduced to replace the capsule pack in the 
treatment of infantile eczema. This is a 2-dram 
dropper-bottle, which greatly facilitates the 
measurement of the correct dose of F “99” 
Liquid. 


Indications 

F * 99” is indicated in the internal and external 
treatment, not only of infantile eczema, but of 
leg ulcers, adult eczema, psoriasis, acne rosacea, 
furunculosis, etc. 

“ 99" has a very high degree of purity and 
a standardised biological activity. It has no 
National Formulary equivalent, is not advertised 
to the public, and may be prescribed on EC10. 


Professional Literature 

Professional literature, copiously illustrated with 
medically attested photographs and research 
literature references, is available on request 
from the Sole British Distributors: International 
Laboratories Ltd., Dept. PRS, 18, Old Town, 
London, S.W.4. 





Advt. 





TO DOCTORS 


who have to 
advise mothers 
on baby feeding 


The meat broths, vegetables and 
fruits prepared by Heinz for infants 
of 3 months and onwards are more 
valuable, from the nutritional stand- 
point, than such foods .are when 
prepared at home. 

Literature in amplification of this 
statement, and samples, will be sent 
on request, 


Phe sé write lo 
H. J. HEINZ COMPANY LTD. 
Harlesden, London, N.W.1 


There are 16 varieties of 


Heinz Strained Foods 
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The carefully-balanced combination of adrenaline, papaverine and atropine methyinitrate 
presented by Brovon Inhalant is an excellent example of synergism—the rapid action 
of the adrenaline ensures prompt relief, while the slower but more persistent action of 
the atropine methylnitrate and papaverine give the desirable prolonged effect. 

Brovon Inhalant is used for the rapid relief of asthma, particularly during paroxysms and 
in stetus asthmoticus, and to suppress threatening attacks. It is also effective in relieving 
the bronchiolar spasm of chronic bronchitis and emphysema. 

srovon Inhalant contains 


Atro pine Methyl: nitrate 1.14% wiv 
Papaverine Hydrochloride 0.88% wiv 
Adrenaline (Epinephrine) 0.50% wiv 
Chliorbuto! 0.50% wiv 


in a special solvent promoting rapid absorpron 
Supplied in 4 oz., | oz., 2 oz., and 4 oz. bottles (purchase-tax free) 
Please write for a clinical sample and descriptive literature 
Plastic Inhaler, the favourite for penicillin aerosol therapy, is the best method 
ng BROVON Inhalant. If a glass inhaler is preferred, the Brovon Midget 
rescribed 
e under the N.H.S. Scheme 


Freely prescribab 


MOORE MEDICINAL PRODUCTS LTD 


ABERDEEN. t0neo* ors’ race wr LONDON 














Lucozade...an 


antidote to melancholy 


Lucozade can transform low vitality and a pessimistic outlook into 
liveliness and self confidence. Lucozade gives the energising and 
restorative properties of glucose with an attractive and sparkling 
flavour which overcomes any antipathy to plain glucose. Lucozade is 
glucose in so delightful and refreshing a form that adults and children 


alike need no persuasion to take it as recommended 


Lucozade 
An improved form of (GLUCOSE! therapy 


LUCOZADE LTD - GREAT WEST ROAD - BRENTFORD - MIDDX 
M21/C 


he 
‘vorkling Checose tra 
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longer 


stymied 


When chronic ulceration delays 
operative treatment of varices, a local 
deficiency in amino acids, essential to 

tissue repair, is generally a causative 
factor. It has been established by 
microbiological assay that during 
treatment with CIMLAC GAUZE 
there is a rapid rise in the amino acid 
content of the tissue e,udate. The 
contribution of glycine and other 
essential amino acids increases cell 
proliferation and CIMLAC GAUZE 
will be found a valuab e adjuvant to 
rapid healing. The bactericidal 
properties of CIMLAC GAUZE are 


and Hexylresorcinol which in 
combination are active against 
Gram-positive and Gram-negative 
wound pathogens 

INDICATIONS: Varicose ulcers 
burns, wounds, carbuncles, also the 
preparation of tissue surfaces for skin 
grafting. 

FORMULA: Aminacrine Hydrochlor 
0.1°.., Hexylresorcinal 0.1°%,, in a 
sterilised glyco-gelatin base 
PRESCRIPTION PACK: Carton 
containing 10 pieces 3)” x 34°. Each 
piece separately heat-sealed and 


enveloped, with printed instructions 





provided by Aminacrine Hydrochloride for use 


May be prescribed C | M LA C on Form €E.C.10 


COMPOUND AMINACRINE TULLE 


Conforming to the specification for Compound Aminacrine 
Tulle of the Drug Tariff published by the Ministry of Health. 


MANUFACTURING CHEMISTS - CREWE TELEPHONE: CREWE 3251/5 
All Ream 


CALMIC LIMITED 
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PEPTIC ULCER THERAPY 


/ Successful 
7 Ambulatory 
¥ Treatment 


SUCCESSFUL AMBULATORY TREATMENT of peptic 
a ulcer has been achieved in clinics and hospitals in several countries for over 
P seven years by the use of ROBADEN—a gastro-intestinal extract. Clinical 
reports have been published on hundreds of cases which have benefited from 
this substitution therapy which provides the substances lacking in the stomach 
and duodenum in peptic ulcer. Results achieved by ambulatory treatment with 
ROBADEN usually come near to those obtained by stationary rest—diet cures. 
ROBADEN was introduced in 1944 and reports of its value in peptic ulcer are 
now being further confirmed by similar experiences of physicians in Great 
Britain. 
Symptomatic improvement is often evident after the first few injections. The 
treatment consists in the use of ampoules and tablets. Ampoules are supplied 
in separate form for gastric and duodenal ulcers. Full details and clinical 
references on request. 





a 








ROBADEN, PRODUCT OF ROBAPHARM LTD. 


The Robaden trade mark is the property 
of Robapharm Laboratories, Basle, Switzer 
land, manufacturers of biological specialities 
to the medical profession 


Distributors in the United Kingdom and Eire: 

WARD, BLENKINSOP & CO., LTD. 

6, HENRIETTA PLACE, LONDON, W.1 
Telephone : Langham 3185 


A full treatment of ROBADEN will be sent to doctors for clinical use on requ est. 
Please state whether for gastric or duodenal ulcers. 
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—— INCRETONE == 


With VITAMIN B, 


Stomachic and Tonic Augmented by Vitamin B, 


Incretone is a general tonic to which Vitamin B, has been 
added. The vehicle contains glandular substances picuitary 
and gonads and the bitter tonic principles taraxacum and 


gentian. 


Indicated in the treatment of anorexia, asthenia and general 
debility, and is a splendid aid in the convalescent period. 


Supplied in bottles of 6 ounces 


G. W. CARNRICK CO. 


Distributors: Brooks & Warburton, Ltd., 232-242 Vauxhall Bridge Road, 








INSULIN A.B. 


Joint Licensees and Manufacturers 


ALLEN & HANBURYS 


London, S.W.1 Tel. Vic. 1282 








To the psychologist a symbol is not merely a static sign 
but a dynamic experience. Similarly, to the clinician 
the symbol * A.B.” portrays far more than can be 
expressed in rational words. The preference for 

Insulin A.B. in all parts of the world is based 

on trust and experience—on the knowledge 

that the mark * A.B.” signifies all that can 


be desired in quality and performance. 


INSULIN A.B, ‘Fe 
Globin Insulin (with zine) A.B i ) 


Protamine Zine Insulin A.B a 


LTD. : THE BRITISH DRUG HOUSES LTD. 
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Cold Front 


THE RELATION between changes in weather 
and the onset of colds has long been 
recognised. Recent surveys prove that 

a “cold front” is often followed by 
colds and sore throats. Chilling easily 
upsets nasal function so that the precept 
“keep warm” remains valid. 











*ENDRINE,” in conjunction with general 
measures, will bring relief and help to 
avoid complications by allowing free 
drainage of purulent secretions. 
“ENDRINE” is available in three varieties 
Ordinary (0.75% Ephedrine), Mild (0.5°, 
Ephedrine) and Isotonic (0.5 Ephedrine 
Hydrochloride). 





*‘Endrine’ Nasal Compound 





Trade Mark 
LIM ED 

JOHN WYETH & BROTHER, IT Wyeth 
CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.! 











Pirglas 
VITA-E 75 1.U 


-GELUCAPS 


(Vitamin E ) 
in the treatment of 


Cardiovascular-Renal Diseases 


Each Gelucap contains a concentrate of natural esters (d,alpha-tocopherol 
acetate) from vegetable oils, type VI, equivalent to 75 mgm. d.l. alpha- 
tocophery! acetate). 
This therapy is today extensively prescribed in the U.K 

Also available a complete range of endocrine and endocrine-vitamin pre- 
parations including BIOGLAN-A/R capsules for rheumatism, arthritis, 
rheumatoid-arthritis and fibrositis (based on the same cortical principle as 
CORTISONE and ACTH). 


THE BIOGLAN LABORATORIES LTD., HERTFORD, HERTS. 


Tel. Addrews: “ BIOCLAN TOLMERS™ Literature on request Vhone: CUFFLEY 2137 
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For the voung patient who 


wishes to preserve her figure 





foirclla 


PROVIDES 
THE 
ANSWER 


Because each garment 


is made to measure 








For the patient whose 
figure needs supporting 


Every temale patient requires a supporting 


garment. More and more Doctors are telling 
their patients to look up the nearest Spirella 


Corsetiere in the Telephone Book. 


The SPIRELLA COMPANY OF 


GREAT BRITAIN LIMITED 


LETCHWORTH - HERTS Tel : Letchworth 159 
AND SPIRELLA HOUSE OXFORD CIRCUS LONDON w.! 
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ITFULUTLAVLL YUAN 








A natural choice— 
for all ages. 


VAAUUNAN iH] 


In every case of illness, the patient’s well-being is 
closely affected by adequate and regular bowel function. 
Accordingly, the selection of a suitable laxative consti- 
tutes a prime necessity in the sickroom. 





PULLER LUELLA ECE LE LEO LMEe LCA LPe LOLOL Le 


HT 


‘California Syrup of Figs’ is unrivalled in this field 
of therapeutics. In temporary constipation it secures 
easy and effective elimination. When bowel irregu- 
larity has become chronic, ‘ California Syrup of Figs’ 
may confidently be employed to restore the rhythm of 
intestinal function. 


TTT 
TT 


WN 


Exceptional palatability, simplicity of dosage and 
gentleness of action makes ‘ California Syrup of Figs’ 
the natural choice for young and old alike. 


(HNNHHHHHII 


Hy 


INULIN ' C al 1 fo r n 1 a INN 


Syrup of Figs’ 


SUVA UAAUN AA 


RtGo 


1, WARPLE WAY, LONDON, W.3. 
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Advertised and Introduced ONLY to the Medical Profession 








SEDALBY say 


SEDATIVE and ANTISPASMODIC 
(Schedule IV) 

A specific therapy of spasm, essentially indicated in neuro- 
vegetative disequilibrium, and in the algias and functional 
disturbances of cardio-vascular affections. 
INDICATED IN 
Anxiety, Emotivity, Insomnia, Cardiac-instability, 
Angina-Pectoris (between attacks), Aerophagia, Entero-spasm 


POSOLOGY : One or two tablets two to four times daily 


PACKINGS : Tube of 30 Tablets. Bulk packing for dispensing purposes — 
Bottle of 250 Tablets 


CONSTITUENTS : Phenylbenzylacetyidiethylaminoethano! Hydrochlor 
Phenobarbitone, Sparteine Suiph., Ext. Crataegus 


BAILLY LTD., LONDON 
Sole Concessionaries: BENGUE & CO. LTD. Manufg. Chemists 
MOUNT PLEASANT, ALPERTON, WEMBLEY, MIDDLESEX. 











uUnIprin 
TAB. CALC, ACETYLSAL. SOLUB. (C.P.L.) 
fills the need for a freely prescribable 
calcium-aspirin tablet 


soluble stable palatable 


non-irritant and rapidly effective 


ucetylsalicylic acid in combination to form the nascent calcium salt. 


Packings: 40, 100, 250, 500 and 1,000 tablets 


“uniprin” is not advertised to the public and may be freely prescribed 








samples and literature on request 


CLINICAL PRODUCTS LTD. QPL RICHMOND SURREY 
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~ MARMITE 


yeast extract 




















in the treatment of certain a oonilititons 


caused by vitamin & deficiency 


Cheilosis, glossitis and angular stomatitis are among the characteristic symptoms 
of ariboflavinosis that have been shown to respond to Marmite, which has also 


—————————EE 

















been used in the treatment of aphthous stomatitis. 


Simple vitamin deficiencies are rarely encountered. Marmite, which supplies 
1.5 mg. per oz. 0° ribofiavin, also contains nicotinic acid (16.5 mg. per oz.), 
pyridoxin, pantothenic acid, biotin, folic acid, choline, inositol and p-amino- 
benzoic acid. It is, therefore, often preferred to the synthetic vitamin in the 
treatment of conditions caused primarily by riboflavin deficiency. 


contains 


RIBOFLAVIN (vitamin B,) 1°5 mg. per. oz. 
NIACIN (nicotinic acid) 16°5 mg. per oz. 


Obtainable from chemists and grocers 
Special terms for packs for hospitals, welfare centres and schools 


Literature on request 








THE MARMITE FOOD EXTRACT CO., LTD. 35 Seething Lane, London, E.C.3 























Registered 


THE SAFEST AND BEST PREPARATION OF 
OPIUM 

Nepenthe contains all the constituents of 
opium and has been prescribed for over 100 
years. It has been found by generations of 
practitioners to be the best preparation of 
opium, as it does not cause the unpleasant 
after-effects usually attributed to opiates. it 
can be given over a considerable period and 

the effect remains invariably constant. 


Packed in 2-0oz., 402, 8-oz. and /6-oz. 
bottles, and for injection in j-oz. rubber 
capped bottles, sterile, ready for use. 


(FERRIS ) 


& Co., Ltd. 


BRISTOL 


Telephone Bristol 21381 
Telegraphic Address FERRIS, BRISTOL 

















— 


(WEPENTHE) JAEGER 





Jaeger body-belts are made of pure wool, for 
these reasons. Wool keeps its wearer cool in 
summer and warm in winter. Woo! quickly dis- 
poses ef perspiration without becoming clammy 
Being porous it allows both the escape of 
exhalations from the skin and the access of pure 
air to the skin. Jaeger body-belts sit well, stay in 
position, and give support without pressure. They 
are available in all sizes. 


jaeger House 204-206 Regent Street W.! 
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The structure of the nasal passages is 

so complicated that, when congestion is present, 

many parts of the affected areas cannot be reached by 

a liquid vasoconstrictor. 

The vapour from ‘ Benzedrine’ 

‘Benzedrine’ inhaler Inhaler, however, diffuses through- 
out the nasal cavity and relieves 

congestion wherever it exists. 


Thus it not only affords improved 


Rapid in action— respiratory action but also helps to 


re-establish drainage of the accessory sinuses—an 
Lasting in effect ' : ; 
important factor in preventing acute attacks 


from becoming chronic. 


MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, $.&.5 


for Smith Kiine & French International Co., owner of the trade mark ‘ Benzedrine 
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For smocth gentle 


: —— 2 control of constipation 





Agarol*, an emulsion of 
mineral oil and agar-agar with 


phenolphthalein, provides a 


treatment designed to re- 
establish the correct pattern where bowel evacuation is 
deranged. The phenolphthalein in Agarol provides 


gentle threshold stimulation ; the hydrophilic properties 
ensure a moist yet well formed stool: the agar-agar 
content supplements mucin deficiency ; the highly emul- 
sified mineral oil mixes readily with the intestinal con- 
tents to form a soft lubricated mass. The palatability of 
Agarol makes it acceptable to the most fastidious patient. 
INDICATIONS 





For chronic constipation and 
intoxication. 


intestinal 
For restoring sluggish bowel activity 
regularity in the elderly. 


to normal 


auto- 

For expectant or nursing mothers. To 
obviate straining in patients with high blood pressure, tuberculosis 
or heart disease. 





To provide lubrication where hemorrhoids or 
other painful anal conditions are present. 


Paraff. Lig. 31-75%, Phenolphthal. 1.32%, 
Agar-agar 0-21 ’ 





xe‘ pients, etc., to 100 


14 oz. bottles available for dis- 
pensing. Not subject to Purchase 
Tax when used on Prescription 













NO WARNER PREPARATION HAS EVER BEEN ADVERTISED TO THE PUBLIC 





William R.WARNER and @. Ltd. Power Road,Londaon UW 4. 
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ANGINA 
PECTORIS 


CHEYNE-SToxes 
RESPIRATION 


eRONCHIAL 
ASTHMA 








CARDIAC 
OEDEMA 


acute PULMONARY 
OEDEMA 


A preparation of established value as a dilator of the 
bronchi, the renal vessels and the coronary arteries. 
CARDOPHYLIN is presented in :— 


Tablets, each containing 

0.1 gm. 
Ampoules, for intramuscular 
injection containing 0.48 gm. 


Suppositories, each con- 


taining 0.36 gm. 


Ampoules, for intravenous 


injection containing 0.24gm. 


Cardophylin is the registered trade mark of the manufacturers Whiffen & Sons Lid. [yy 
Literature is available on request to the distributors :— : 


BENGER LABORATORIES LTD., HOLMES CHAPEL, CHESHIRE. 


BURSON s7=x 


Surgical Stockings 


Specify “Burson” for 
Two-Way Stretch 


* Uniform tension, easily adjustable 
* Strength at points of greatest strain 
* Lightness and coolness for comfort 
* Expert fashioning for exact fitting 
Burson Elastic Stockings are made from 
the finest * Lastex’ yarn to give them a 
special two-way stretch. And the com- 
plete size range of Burson Hosiery 
ensures a perfect fitting in every case. 


TELEPHONE 3112 








CREATION OF 
THERAPEUTIC MISTS 
AND THEIR PASSAGE 
FROM ATOMIZER TO 

LUNGS 


W. E. COLLISON 


A short article briefly and 
comprehensively covering the subject 


Posted upon request 


Issued by 
THE INHALATION INSTITUTE LIMITED 
87 Eccleston Square 
London, S.W.1 


TELEPHONE : VIC 1676 






































“SANOID” 


STERILIZED 
SURGICAL 
CATGUT 


Over forty years experience is behind the 
manufacture of “Sanoid” Sterilized Surgical 
Catgut. Our capacity has recently been con- 
siderably increased to enable us to fulfil 
increased demand. 


TENSILE STRENGTH: “Sanoid” Surgical Catgut 
easily surpasses official requirements for minimum 
average strength 


GAUGING: Every strand of ‘‘Sanoid”’ Surgical Cat- 
gut has been checked at four points by dial micrometer 


We invite your inquiries for Catgut and other Surgical Ligatures. Samples provided with pleasure. 


A PRODUCT OF CiuxsonGorhahdsle Ltd. OLDBURY, BIRMINGHAM 
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A case for 
the Surgeon 


Here are the world’s finest scal- 
pels & handles packed in a neat, 
tastefully designed plastic case 
that is compact, easy to use and 
which meets the strict standards 
of hygiene and aesthetics of the 
modern operating theatre. Con- 
tains 3 different handles and 6 
dozen blades in 9 shapes, as illus 


trated 








Details from 
W. R. SWANN & CO. LTD 
PENN WORKS SHEFFIELOD- 6 


Prepared under M.O.H. Licence No. 40 


FLEXIBILITY: Heat treatment necessarily tends to 
make catgut to some degree wiry and brittle due to loss 
of moisture, but the composition of the solution in 
which “‘Sanoid” Surgical Catgut is tubed is such that 
the maximum possible strength and flexibility are re- 
stored to the gut and retained by it under long storage 
periods. 


SMOOTHNESS: “‘Sanoid” Surgical Catgut is of great 
smoothness but at the same time holds securely on 
the knot 


STERILITY: “Sanoid” Surgical Catgut conforms to 
the stringent bacteriological tests for sterility as laid 
down by the Ministry of Health in the Therapeutic 
Substances Regulations 




















In the treatment 
of the common cold 


*‘SULFEX”’ 


provides relief from nasal congestion 
and prophylaxis against 


secondary invading organisms 


such as staphylococci, pneumococci, 





and haemolytic streptococci, which 
infect the already inflamed mucous 
membrane of the nose and the 
accessory sinuses. 

* Sulfex’, administered intranasally, 
is a valuable ally for 


promoting recovery. 





Vasoconstriction in minutes .. . 


Bacteriostasts for hours 


MENLEY & JAMES, LIMITED, COLDHARBOUR LAWE, LONDON, S.E.5 
SsxPr2 for Sve kK & French Ir , , ‘ ner / . m Sulf 
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Available through the Medicai Profession only 


BEREX 


Reg. Trade Mark 


SUCCINATE-SALICYLATE 
THERAPY 


Licensed under DOLCIN Patent. Patented in Great Britain 642971 
V 
IN TABLET FORM 
For the relief of symptoms 
and aid in the control of the systemic metabolic 
disturbances found to be associated 
with Arthritis and all Rheumatic 


disorders 
INDICATIONS FUNCTION 
1. Rheumatic Fever. A stimulating effect on cellular 
2. Articular Rheumatism respiration and respiratory en- 
(including Rheumatoid and zyme systems, together with an 
Osteo-Arthritis). increase of oxygen utilisation 
3. Non-articular Rheumatism by the tissues (impairment in 
(including Fibrositis, Neu- tissue oxygenation having been 
ritis and Sciatica). demonstrated in arthritis). 
4. Arthritis associated with the Since Berex is non-toxic it may 
menopause. be prescribed whenever massive 
5. Gout. salicylate therapy is indicated. 





V 
BEREX combines the following advantages : Prompt relief 
of symptoms ; correction of impaired tissue oxidation ; ob- 


viation of salicylate toxicity; suitability tor protracted 
adninistration. 


Professional sample and literature on request to: 


BEREX PHARMACEUTICAL CO. 
MEDICAL DEPARTMENT, 109 JERMYN STREET, LONDON, S.W.1 
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influenza Psak 





The Influenza deaths 

graph follows a consistent 

pattern; maintaining a 

‘ low but steady level for 

~ nearly nine months of the 

year. Between December and February the graph rises 
sharply . . . 


in an epidemic year into hundreds of death- 
aw eek, 


The busy doctor. whether he is overburdened with the 
demands of an epidemic or is simply faced with a seasonal 
increase in “flu cases, naturally looks for an analgesic and 
sedative with proved antipyretic effect. 

Veganin*, containing 1 6th of a grain of codeine 
phosphate together with acetylsalicylic acid and phen- 


acetin, has long been accepted as the analgesic, sedative 
and antipyretic of choice. 


Its disintegration rate of 10 
seconds ensures rapid action. 


Each tablet contains u « Acid Acetylsalicyi 
32.68°,,, Phenacet. 32.68 


, Codeine 0.99 
Excipient ad.100.00 


Suppired in tubes of 10 ond 20 tediets Also everlabdle in bulk 
pockages of (00 ond SOO for d:spensing only. Not subject to 
Purchase T 


ax when used on prescription either privete or NHS. 








VEGANIN HAS NEVER BEEN 


ADVERTISED TO THE PUBLIC 


UWiklkiam R WARNER ana 





>. ttd Power Road,tondon UW) 4 
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FERROUS SULPHATE is now re- 
cognised as the most efficient form 
of iron treatment for hypochromic 
anemias. The question is there- 
fore not “whether” but “how” 
it should be administered. 

The preparation should not be 
too bulky, nor cause gastro- 
intestinal upset, yet it must 
disintegrate quickly and produce 
maximum hematopoietic 


response. 











Not 
whether 
but how 






In * PLASTULES’ ferrous sulphate 


iS presented in its most attractive 
form—in a semi-solid base in a 
capsule which rapidly dissolves in 
the stomach, thus ensuring maxi- 
mum absorption. ‘PLASTULES’ 
induce a rapid response without 
gastric upset. 

‘PLASTULES* are available in 
four varieties: Plain: with Liver 
Extract: with Folic Acid: and 
with Hog’s Stomach. 


“PLASTULES * Hematinic Compound 


Trade Mark 


JOHN WYETH & BROTHER LTD., CLIFTON HOUSE, EUSTON ROAD, NW. Wyeth 
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Irgapyri 


¢ 3 5S.diono-1 2-dipheny!-¢ 
«. serile solve 


a$« 7 o 


anti-inflammatory 


analgesic 


for the treatment of 
rheumatic conditions 


In tubes of 5 and 50 ampoules Literature and samples on request from: 


PHARMACEUTICAL LABORATORIES GEIGY LIMITED 
RHODES , MIDDLETON ° MANCHESTER 


PH29C 
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Control of 
the 


night 
attack! 


Write for detailed 
medical literature to 
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Frano! has been found most effective 

in maintaining a constant control of the 
Bronchial asthmatic patient. 

As well as ensuring relief of symptoms it 
provides confidence ; and this helps to solve 
a problem which is so often psychological 
Dosage: One or two taken 

upon retiring. 





T MARK 


BAYER PRODUCTS LTD., AFRICA HOUSE, KINGSWAY, LONDON, W.C2 
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Reducing the “Time-Lag’ 
in treating 


— 
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Rheumatic Conditions 





ESPITE half a century of painstaking 

research, there is still no unanimity of 

opinion regarding the causation of rheu- 
matic diseases. ‘Treatment is therefore neces- 
sarily symptomatic and directed to the relief 
of pain. 

Massage has long been the treatment of choice. 
But usually in severe cases, adequate massage cannot 
as a rule begin at once; the affected muscles are too 
taut and tender. Days or even weeks may have to 
elapse before the patient can benefit from the stimu- 
lating effects of deep massage. 

This “ time lag ’’ has now been eliminated by the 
use of Lloyd’s Adrenaline Cream. 

Gently massaged into the affected area, the cream 
causes quick relaxation of the tense muscles and 
almost immediate relief from pain. 

Reports of the successful treatment of hundreds of 
rheumatic patients have appeared recently in leading 
medical journals, recommending Lloyd’s Adrenaline 
Cream as the most satisfactory preparation. 

Supplies of Lloyd’s Adrenaline Cream are now 
available through Boots, Timothy Whites & Taylors, 
and all pharmacists. 


Stowared lloyd + Coftd. 


11 Waterloo Place, London, S.W.1 
Makers of Fine Pharmaceuticals since 1880 
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AVL BRITISH DEXTRAN 


A plasma substitute developed by 
British Scientists in Great Britain 


he sixteen physical, chemical and biological tests, to which each batch of Intradex 

is subjected, ensure uniformity, sterility and freedom from toxic, pyrogenic, 
antigenic, anaphylactoid and cutaneous reactions 

It is interesting that each of a group of eight chinchilla rabbits, used to determine 
the renal excretion index, has received an average of approximately 1000 ml. of 
Intradex over a period of one year, This is equivalent to approximately 125 bottles 


(each $40 ml.) in a human subject. All these rabbits are in excellent condition 


Biological Control 


The standard for freedom from pyrogenicity 
S$ more stringent than the B.P. standard 
Rabbits are injected intravenous! with 
20 mi. Intradex per kg. of bodys eight 
The batch of Intradex is rejected if any 
ingle rabbit in a group of six has a rise in 
emperature greater than 0.6 ¢ sithin 


four hours of the injection 


fiailable iv M_R « transfusior bottle 
Intradex (Salt Free) can he supplied for 
aedat use and for the treatiaent of 
nephrotic ases Further nformation ne 
t ur n request 

* 
/ he x the brand of dextran tested by the 


Medical Research Council and supplied to 
Ministry of Health in Gt. Britair 


. 


Manufactured by ; 


DEXTRAN LIMITED 





AYCLIFFE DARLINGTON 


Sole Distributors 








is Gre \BORATORIES LIMITED + PARK ROYAL + LONDON ~+ N.wW.10 ) 
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Anew 


analgesie 


Synthesized in the Roche research 
laboratories, the compound 3-hydroxy 
N-methyl-morphinan was found to have 


a greater analgesic effect than 





morphine. The drug has been given the 


approve d name methorphinan, It has now 


been introduced under the trade mark 


More potent nger-a ting than morphine 


Effective by mouth 


Ampoules in packings of 6 and ¢o 





PRODUCTS LIMITED 
iwyn Garden City, Herts 
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Manufactured under 
strict technical con- 
trol Each batch 
is pharmaceutically 
assayed 










HEXOPHENE 
Surgical Soap is 
supplied only against 
medical prescrip- 
tion. It is not sold 
direct to the lay 


A Notable Advance publi 
in Aseptic Technique prepared for surgical use It 


quickly lathers in any water 

For the surgical scrub; pre-operative and post- os A regular use of HEXO- 
operative preparation of patients’ skin; general TENE Surgical Soap the routine 
. / : pie 10-minute pre-operative scrub can 
hospital use; and for routine prophylaxis safely be reduced to 3 minutes and 
in the reduction of pyogenic skin infections. the scrub-brush and alcohol rinse 

‘ eliminated. Brief use between op- 
Extensive clinical research has clearly erations maintains the low bacterial count 
established that regular use of soaps con- HEXOPHENE Surgical Soap may also be 

























taining 2° hexachlorophene, a new chlo- 
rinated bisphenol, reduces the resident 
bacterial flora of the skin to about 5°, of its 
ordinary level. And, further, that this low 
total flora is maintained during, and for a 
period after, regular daily use. 

This bactericidal effect derives from the ad- 
sorption of hexachlorophene by the skin 
during the wash. HEXOPHENE Surgical 
Soap incorporates 2°, hexachlorophene, 
combined with an anionic wetting agent, 
in a bland, emollient soap-base especially 


used advantageously for the preparation of 
patients’ skin in elective surgery; as an 
effective prophylactic in decreasing the in- 
cidence of pyogenic skin infections; in ob- 
stetrics (particularly domiciliary); for 
minor surgery (casualty and accident 
rooms); for general ward use and in gen- 
eral practice as a safeguard against contact 
infection: and in the field of industrial 
health HEXOPHENE Surgical Soap is 
economical in use and shows substantial 
saving both in time and material costs 


~ HEXOPHENE is 


Surgical Soap (HH&Co) 


(Containing 2°, hexachlorophene combined with an anionic wetting agent) 


Literature and Free Full-Size Clinical Sample gladly on request 


HOUGH, HOSEASON & CO. LTD ATLAS LABORATORIES CHAPEL STREET MANCHESTER 19 
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ULCER CHARACTERISTICS 





Deep Naso- Labial Groove 


Clinicians have repeatedly noted a 
similarity of facies in patients suffer- 
ing from peptic ulcer, the outward 
signs of an inward worrying character 
part cause and part effect of the ulcer. 
The deep naso-labial groove or 
furrow is an example of one of the 
features commonly seen in _ these 
cases. While by itself of no diagnos- 
tic significance it is nevertheless an 
interesting little link in the chain 
of evidence that leads from suspicion 
to certainty. A more reliable 
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characteristic of the ulcer patient is 
amenability to ‘ALUDROX’ therapy. 
*“ALUDROX’ FOR PEPTIC ULCER 

For the treatment of peptic ulcer 
* ALUDROX’ has advantages now fully 
appreciated by the medical profession. 
* Buffers gastric acid. 

* Inactivates pepsin. 

* No acid rebound. 

* No fear of alkalosis. 


* Allows normal digestion to proceed 


, 
rOX 


ISTON ROAD, N.W 





(Byerh) JOHN WYETH & BRO 
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THE ANGIER CHEMICAI 





The Original and 
Standard Emulsion 


of Petroleum 


Angier’s Emulsion is made with petroleum 
specially purified for internal use. It is the 
original petroleum emulsion—the result of 
many years of careful research and experiment. 
There is a vast amount of evidence of the most 
positive character proving the efficacy of 
Angier’s in sub-acute and chronic bronchitis. 
It not only relieves the cough, facilitates expect- 
oration, but it likewise improves nutrition and 
effectually overcomes the constitutional debility 
so frequently associated with these cases. 
Bronchial patients are nearly always pleased 
with this emulsion, and often comment upon 


its soothing, “‘ comforting ”’ effects. 


Angier’s Emulsion 




















COMPANY LIMITED, 8¢, CLERKENWELL ROAD, LONDOR, £.0.1. 
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Pxtract from editorial of British Medical Journal, December 

8th, 1951, which summarizes the report of a subcommittee 
of the antibiotics clinical trials (non-tuberculous) committee 
of the Medical Research Council: 


“The subcommittee concludes that penicillin 
is just as good as, or possibly better than, 
either aureomycin or chloramphenicol in the 
treatment of clinical pneumonia. Moreover, 
aureomycin and chloramphenicol caused un- 


pleasant toxic effects in about one-quarter of 


the patients to whom they were given, a draw- 


hack which outweighs any advantage gained 
from the easy administration of these expensive 


drugs by mouth.” 


Issued by The Distillers Company (Biochemicals) Ltd., whose 
penicillin products (including ‘Distaquaine’ brand preparations) 
are distributed by 
Allen & Hanburys Ltd. British Drug Houses Ltd 
Burroughs Wellcome & Co. Evans Medical Supplies Ltd 
Imperial'‘Chemical (Pharmaceuticals) Ltd. 
and Pharmaceutical Specialities (May & Baker) Ltd 
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Aphthous stomatitis. gingivitis 





and other painful itching or inflammatory conditions of 
the mucose# and the skin are quickly relieved by the 


application of 


PANTHESINE BALM 


Panthesine Balm is indicated in : Burns 
Chilblains — Insect stings —- Chapped nipples 
Aphthous stomatitis — Gingivitis — Pruritus ani 
and vulye —- Hemorrhoids — Varicose ulcers 
Arthritis — Muscular rheumatism — Lumbago 


Sciatica Intercostal neuralgia Neuritis. 


Panthesine Balm is an ointment containing 5 per cent. 
N-diethylleucinol ester of p-aminobenzoie acid incor- 
porated in an emollient base. It is a local anesthetic of 
low toxicity having a mild pleasant odour and it does not 
stain the tissues or the clothes of the patient. 


Supplied in tubes of 10 g. and 20 


Literature available on request 
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SANDOZ 


SANDOZ PRODUCTS LIMITED 


134, Wigmore Street, London, W.1 
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A Lolivione. 


Concentrated, 
Wienels Food 
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1 Product of the Ovaltine 
Research Laboratories 


To the physician requiring a product 

which incorporates important vita- 
mins in a form acceptable to every 
patient, ‘Vimaltol’ presents special 
advantages. 

‘Vimaltol’ is made from specially 
prepared malt extract of high protein 
content, yeast—one of the _ richest 
sources of vitamin B—and Halibut 
Liver Oil, an important source of vita- 
mins A and D. It is also fortified with 

additional vitamins and mineral silts, and is 
deliciously flavoured with orange juice. 

Vimaltol’ is thus an important aid in the 
treatment of the many abnormal conditions 
resulting fron the deficiency of one or more of 
the essential vitamins in the average everyday 
dietary. 

The routine use of ‘Vimaltol’ helps normal 
development of the growing organism and the 
maintenance of correct metabolism, while 
raising the general resistance against infection 


1 liberal supply for clinical trial sent on request 
A. WANDER LTD., 42 Upper Grosvenor Street, 


Grosvenor Square, London W.1 


The Ovaltine Manufactory in a Country Garden 
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Physeptone’ provides freedom from pain without 
drowsiness or confusion. More potent than morphine, ‘Physeptone’ 


does not dull the mind or give rise to constipation. It is unrivalled 





for the continuous relief of severe pain in the chronic sick 


‘PH YSEPTONE? 


THE ESTABLISHED ANALGESIC 


BURROUGHS WELLCOME & CO. (thew Founda LONDON 
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GLANOID 





PROETHRON 2 


Containing a minimum of 
2 microgrammes of vitamin 
B,. per ml. 


Replaces 2 U.S.P. units 
per ml 


PROETHRON FORTE 


Containing a minimum of 
» 4 microgrammes of vitamin 
B,. per ml 
Replaces 4 U.S.P. units 
per mi. 
Crude Liver Extract for 
intramuscular injection 


PROETHRON XX 


» Containing a minimumof 20 


microgrammes of vitamin 
B,. per mi 

Replaces IS U.S.P. units per 
mi. 

Refined Liver Extract for 
intramuscular injection 


@ Write for literature :— 


Telephone 


ee 6s KHE ARMOUR LABORATORIES 


(ARMOUR & COMPANY LTD.) 
Telegrams 


ARMOSATA-PHONE LINDSEY STREET, LONDON, E.C.! 
LONDON 
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Do you prescribe 
natural Vitamin C 
Blackcurrant Juice 

in 
Acute Infections ? 
* 


Experimental work indicating that 


e 
sub-clinical hypovitaminosis-C 
i lowers immunity to certain bac- 
e thera- 
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Write for our free booklet 
‘Blackcurrant Juice 
in Modern Therapy” 
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THE MONTH 


THE mouth is a microcosm of medicine. Adequately studied, it gives the 
clue to the solution of many diagnostic problems. Respiratory and digestive 
disturbances, blood diseases and deficiency conditions, 
The neurological lesions and the exanthemas, endocrine dis- 
Symposium turbances and dermatological diseases—all may manifest 
themselves first in the mouth. In addition, it is so easily 
examined that it forms one of the best teaching models in clinical medicine. 
The symposium this month deals with the more important and more 
common diseases of the mouth. Malignant disease naturally heads the list. 
‘Chronic infections of the jaw’ have hitherto tended to be neglected, but 
recent developments in surgery and chemotherapy have brought them to 
the fore and they now constitute an important group of conditions for which 
much can be done provided early diagnosis is effected. ‘Gingivitis’ still 
presents its diagnostic and therapeutic problems and is therefore worthy of 
inclusion in the symposium. So many unconfirmed statements have been 
made about the ‘oral manifestations of deficiency diseases’ that the authorita- 
tive review in this issue will prove particularly useful to practitioners in 
giving them a balanced picture. Syphilis may temporarily be in recession, 
but, like the poor, it is always likely to be with us. Its present abeyance 
makes it particularly important that the practitioner should be reminded of 
its oral manifestations, which are all too often overlooked. Finally, there is 
the perennial problem of ‘dental caries’—that elusive problem which over- 
laps the spheres of dentistry and preventive medicine. Linked with it is the 
question of the bacteriology of the mouth, a matter of as much interest to 
the doctor as to the dentist. 


For the social historian of the future the annual reports of the medical 
officers of health of the country will provide one of the richest sources of 
the data upon which they will reconstruct the social develop- 

Social ment of the nation during the last hundred years. Based upon 
History first-hand experience, shrewd powers of observation and balanced 
judgment, these reports often draw the attention of the public to 

social problems which would otherwise be overlooked. At the same time 
they emphasize social problems which, though well known, are not being 
attended to with the urgency they deserve. Interesting examples of both 
these aspects of social medicine are dealt with by the medical officer of 
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health for Salford in his recently published report for 1950. A matter which 
is causing concern in Salford is the increase in the number of illegitimate 
births. In 1950, the percentage of illegitimate births to total births was 6.9. 
One of the many features which are blamed as a factor in this problem is 
‘the increasing number of snack bars and milk bars of an unsatisfactory 
type’. Whilst ‘nothing but praise can be given to those owners and staff of 
the best type of milk bars which provide pleasant healthful facilities for re- 
freshment and act as a counter-attraction to the public houses, the other 
kind causes concern; the young people flock to them late at night when they 
should be at home or in bed gaining rest and sleep’. Apparently local 
authorities have little control over this type of premises ‘which men from 
public houses may frequent after hours’. The medical officer of health also 
comments upon the ‘decreasing sense of civic responsibility’ with regard to 
the interest of the public in their surroundings. Whereas he would like to 
see ‘window-boxes and hanging baskets provided and tended by go-ahead 
neighbourhood communities’, he finds that householders are not even 
interested enough in their surroundings to sweep the snow from the pave- 
ment outside their houses. On the perennial problem of slum clearance the 
comment is made that ‘we are irked by the futility of our daily endeavours 
to patch up and prolong the life of worn out and obsolete houses; a con- 
siderable bulk of the dwellinghouse property in Salford is a liability from 
everybody’s point of view’. Finally, there is the problem which affects the 
medical officer of health in so many industrial areas: “The attractive areas 
skim the cream of our staff, yet our need of the best type of health visitor is 
greater than theirs’. As a solution to this problem it is suggested that 
additional inducement should be offered in areas such as Salford so as to 
encourage experienced health visitors to remain in the employment of the 


city. 


In 1948 the general assembly of the World Medical Association adopted a 
revised form of the Hippocratic Oath and gave it the somewhat grandiose 
title of the Declaration of Geneva. The declaration was a 

Hippocratic laudable attempt to try and prevent a repetition of the way 
Oath in which certain sections of the medical profession in 
Germany were used by the Hitler regime. At the meeting of 

the General Medical Council in December the matter was raised at the 
instance of the English Conjoint Board, which asked for advice as to what 
procedure to follow in response to a request from the British Medical 
Association that the declaration should be introduced ‘as a formality applic- 
able to all newly qualified medical students’. In the end the council decided 
to take no action on the letter, after a discussion which brought out the 
difficulties involved in this attempt to improve upon an old-established 
custom. Sir Russell Brain, P.R.C.P., for instance, quoted the last paragraph 
of the declaration—‘I make these promises solemnly, freely, and upon my 
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honour’, doubted whether this could be more than a formal promise in 
many cases, and wondered whether, if it was not really effective, it might 
not do more harm than good. Sir Sydney Smith, dean of the faculty of 
medicine in the University of Edinburgh, pointed out that the Hippocratic 
Oath has been applied for two centuries in Edinburgh, and expressed the 
view that he hoped that their graduates were entering the profession imbued 
with high ethical principles whether or not they took a formal oath. There 
is always a tendency for the enthusiast for international cooperation to lose 
his sense of proportion, and the question must arise as to whether the World 
Medical Association could not be more usefully employed than in attempt- 
ing to improve upon what has stood the test of time for many centuries. A 
more important and practical aspect of this problem of international co- 
operation is the question of international medical law, in the development of 
which there is a growing need for cooperation between doctors and lawyers 
throughout the world. The latest developments in this sphere are the 
setting up of two organizations—the Society for International Medical Law 
and the International Study Centre for Medical Law. It is along lines such 
as these that progress is most likely to be attained in maintaining and im- 
proving standards of medical practice. 


Lack of clear thinking is one of the major defects of the present day. ‘This 
is nowhere better exemplified than in the inability to distinguish between 
‘perfection’ and ‘uniformity’ in selecting candidates suitable 


Selection for admission to the study of medicine. These two terms are 
of not synonymous in this connexion, and the glory of the medical 
Medical profession in this country has always been the striking in- 
Students dividuality of its members. That some sort of selection is 
necessary today is not debated; it is a matter of simple arith- 
metic—there are too many applicants for the available number of vacancies. 
This lays a heavy responsibility upon the medical schools, and that all is 
not well is clearly demonstrated in the Bradshaw lecture delivered before 
the Royal College of Physicians of London by Dr. Denis Brinton, formerly 
dean of St. Mary’s Hospital Medical School (Lancet, 1951, ii, 1047). The 
publication of Dr. Brinton’s lecture evoked a reply from Dr. C. G. Learoyd 
(Ibid., 1951, ii, 1182) which should be carefully studied in conjunction with 
Dr. Brinton’s lecture. The following quotations from Dr. Learoyd’s charac- 
teristically epigrammatic letter give the gist of his argument: “The personal 
interview, especially when conducted by the dean alone, suffers from the 
defect that it is liable to perpetuate in inordinate numbers the dean’s 
type . . . I certainly do not like the psychologists’ ideal man as so often 
given us .. . I submit that in the present state of psychological theory the 
only fair way of selecting medical students is, having first insisted on some 
minimum of bodily and mental efficiency and a record of more than average 
energy, that the names should be drawn from a well-shaken hat. ‘Thus and 
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no otherwise shall we get that diversity of types which after natural selection 
and the processing of time have well served a diversity of patients’. We 
trust that these words will be taken to heart by all who have to do with the 
selection of medical students. After all, it is the entire range of human per- 
sonalities which is required in medicine: from the laboratory worker to the 
general practitioner, from the administrator to the consultant, from the 
teacher to the medical missionary, from the writer to the epidemiologist, 
from the ship’s surgeon to the colonial medical officer. What man is there 
among us who can select for this range on more precise grounds than those 
mentioned by Dr. Learoyd? 


NATIONALIZATION of pharmacy in Sweden is recommended by a Swedish 
Royal Commission. A synopsis of the report of the Commission, published 
in the Pharmaceutical Journal (December 22, 1951, 167, 449) is 

Things deserving of careful consideration, in view of the possibility of 
to such a step being made in this country sometime in the future. 
Come? According to this synopsis, the Royal Commission, which was 
set up in 1946, made some sweeping strictures on pharmacy in 

Sweden: e.g., “The pharmaceutical industry does not always work in the 
best interests of the patient’. On the British system of pharmacy the in- 
teresting comment is made: ‘It is doubted whether a so-called free or- 
ganization such as is found in Anglo-Saxon countries would be suitable in 
this country, mainly from the point of view of safety in dispensing, but also 
for other reasons’. "he recommendation of the commission, in the words of 
the synopsis, is that ‘all retail pharmacies should be nationalized, that they 
should be owned by a Government joint-stock company, and that they 
should be run on the lines of a multiple company’. Nationalization of the 
wholesale or manufacturing side of pharmacy is not recommended, as it is 
felt that the State’s power over retail pharmacy will be adequate control of 
the other branches. On the other hand, it is recommended that ‘a scheme 
to control and inspect the wholesale and manufacturing side of pharmacy on 
a more comprehensive scale than at present should be enforced’. According 
to editorial comment in the Pharmaceutical Journal, the report ‘has ad- 
ministered a profound shock to members of the profession practising in that 
country. Swedish pharmacists have set an example to the world in ethical 
standards and to be told bluntly that a much better service can be made 
available by nationalization has naturally aroused widespread resentment’. 
‘To that all too numerous breed of armchair planners the nationalization of 
pharmacy must appear as the natural corollary to the nationalization of 
medicine. This portent of things to come should therefore not go unheeded 
in this country, and now is the time when the matter should be receiving 
the careful attention of both the medical and pharmaceutical professions. 





MALIGNANT DISEASE OF THE MOUTH 


By R. L. HOLT, O.B.E., M.D., F.R.C.S., and E. C. EASSON, M.B., Cu.B. 
From the Christie Hospital and Holt Radium Institute. 


MALIGNANT growths of the mouth have a sinister reputation, partly because 
of their high mortality and partly because of the pitiable state of patients in 
the later stages of the disease. This melancholy state of affairs is due largely 
to the fact that in the majority of patients the condition is already advanced 
and incurable when first seen in a hospital out-patient department. Since 
the treatment of these lesions in the early stages gives results which compare 
favourably with those obtained from other accessible cancers, a heavy 
responsibility rests on the general practitioner. 

The common growth in the mouth is a carcinoma, and other growths, 
e.g. sarcoma, melanoma, endothelioma, are so rare that they do not warrant 
more than mention. The most common histological type is a squamous- 
celled carcinoma; less frequent types are the adeno-carcinoma arising in the 
floor of the mouth, and the anaplastic carcinoma and lympho-epithelioma 
arising in the soft palate and posterior third of the tongue. The malignancy 
of the lesion varies with the histological type and, as might be expected, the 
anaplastic type metastasizes rapidly and has a very poor prognosis. Left 
untreated, a malignant growth in the mouth kills its host on an average in 
about twelve to eighteen months. The course of the disease is much the same 
in all types. The growth extends locally and metastasizes, sooner or later, to 
the regional lymphatic glands. Lesions in the midline and in the posterior 
third of the tongue not infrequently metastasize to glands in both sides of 
the neck. The secondary glands tend to soften and break down, ultimately 
ulcerating through the skin. Spread by the blood stream is uncommon, and 
most patients die before there is any widespread dissemination of the growth. 
The extension of the primary lesion results in increasing dysphagia, constant 
pain leads to insomnia, and death is hastened by pulmonary infection and by 
recurrent hemorrhages from both the primary lesion and the ulcerating 
secondary glands in the neck. The late stage of the disease is horrible, and 
the knowledge of this should add emphasis, if any were needed, to the im- 
portance of early recognition of the disease. 


PREDISPOSING CAUSES 
There is no doubt that long-standing irritation of the mucosa of the mouth 
is an important contributory cause of malignant disease of the mouth. 
Defective and carious teeth, smoking, consumption of spirits and hot 
drinks, and syphilis are among the predisposing causes. Vitamin B de- 
ficiency, which may cause ulceration in the mouth or an atrophic condition 
of the mucosa, is regarded by some writers as an important predisposing 
cause. As a result of these and other factors pre-cancerous conditions 
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develop, the most common of which is a chronic glossitis with its later 
stages of leukoplakia, fissuring of the tongue and warty overgrowths (fig. 1). 
Patients with this condition require most careful observation over many 
years, because the longer the patient lives with this lesion the more likely 
he is to develop a malignant growth in the mouth. 


DIAGNOSIS 
The early diagnosis of malignant disease in the mouth is not easy. This is 
particularly true in those patients in whom a malignant lesion is super- 
imposed upon a pre-existing lesion in the mouth. The initial lesion is usually 
a nodule or small ulcer which is not painful unless irritated by hot food or 
fluid, and in the majority of cases there are no other symptoms or signs to 
help the practitioner. It may be known 
that the patient has had syphilis, but 
this should act only as a warning. 
Tertiary lesions have become rare, and 
an ulcerative lesion in the mouth in a 
patient with a positive Wassermann 
reaction should be regarded with the 
gravest suspicion. There is one safe 
course only to take in these cases. 
Every lesion of the mouth about which 
there is the slightest suspicion of 
malignancy should be regarded as 
potentially or actually malignant until 
the diagnosis is established. The 
patient should be sent without delay 
to a hospital where specialist advice is 
available and where the lesion can be submitted to histological examination. 

In the typical case, the lesion in the mouth has already developed into 
one of the following clinical types :— 

(1) Ulcerative—The most common type. In the early stages frequently 
oval, indurated and firmer in consistency than the surrounding tissue, but 
often does not show the hard everted edges of textbook description (fig. 2). 

(2) Nodular.—Begins as a hardish plaque or nodule apparently under the 
mucosa. It grows slowly and ulcerates late (fig. 4). 

(3) Fissured.—A cleft-like ulcer with more extensive infiltration than the 
size of the superficial lesion suggests. 

(4) Papillary —A somewhat soft, warty growth which sometimes pro- 
duces an extensive fungating lesion (fig. 6). 

(5) Atrophic.—An uncommon type in which fibrosis appears to pre- 
dominate and produces a small hard mass surrounded by shrunken con- 
tracted tissue. 

To these clinical types. in which there is an obvious lesion in the mouth, 


Fic. 1.—Leukoplakia of tongue. 
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Fic. 2. Fic. 3. 
Squamous carcinoma. Floor of mouth before and after radium treatment. Note excellent 
cosmetic result. 


should be added the patient who presents himself with an enlarged, firm 
lymph gland in the upper deep cervical group. In these patients the primary 
lesion may be small and painless and sometimes difficult to find even when 
the character of the gland suggests that it is neoplastic. 

The differential diagnosis of malignant lesions in the mouth is most 
easily considered according to the anatomical site of origin of the growth, 


e.g. lips, floor of mouth, palate. 


CARCINOMA OF THE LIP 
The lesion arises from the mucosa of the lip and begins as a nodule, an 
ulcer or a fissure. The nodule tends to become warty, and later may produce 


Fic. 4. Fic. 5. 
Early squamous carcinoma of lip, before and after treatment. 
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a fungating papillomatous lesion. The fissured type tends to progress 
slowly and may easily be mistaken for the chronic ‘cracked lip’. The differ- 
ential diagnosis in the ulcerating type lies between simple chronic ulcers, 
syphilitic or tuberculous ulcers, and carcinoma. The syphilitic lesion is 
usually a primary chancre, and the eedema of the surrounding tissues with 
early and marked glandular involvement may suggest the diagnosis, which 
is confirmed by finding the spirochzte in the serum obtained from the lesion. 
Tuberculous ulcers are usually multiple, affecting both lips, and are found 
in patients with advanced pulmonary tuberculosis. The nodular type of 
lesion may be confused with benign tumours of the lip, e.g. simple papilloma, 
mucous cyst, angioma. But in these cases, and in the early ulcerative type, 
histological examination should be carried out early. Small lesions are better 


Fic. 
Fungating squamous carcinoma of mouth, before and after treatment. 


excised completely, and in other cases the tissue removed should always be 
taken from the edge of the lesion and include some normal tissue. 


CARCINOMA OF THE TONGUE 
There are many lesions of the tongue with which an early cancer may be 
confused. One of the more common is hypertrophy of the circumvallate 
papilla. This is usually found in dyspeptic patients who also have avit- 
aminosis. It is accompanied by soreness of the mouth and tongue which 
varies from day to day. Careful inspection with a good light will show that 
the lesion the patient has noticed is in fact an enlarged circumvallate papilla. 
Many of the ulcerative lesions of the tongue are multiple, and malignant 
lesions are rarely so. Syphilis produces ulcerative lesions which may be 
mistaken for carcinoma, particularly a gumma, but in this lesion the edges 
are usually undermined and do not show the firm raised or everted edge of 
the malignant ulcer. The only common benign tumours of the tongue are 
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the angioma and the benign papilloma, and the latter should always be 
excised promptly, and examined histologically. 

Carcinoma in the posterior third of the tongue presents special difficulties. 
In the early stages, the symptoms are likely to be no more than a frequent 
effort to clear the back of the throat, a slurring of speech, or a mild but 
persistent sore throat. A careful examination with a laryngeal mirror is 
essential in these cases. 

The patient with the leukoplakic tongue is a difficult problem. Some areas 
of the tongue may be hard and shrunken, others may be raised and hyper- 
keratotic, others deeply fissured. Careful examination at regular intervals 
must be carried out, and if malignancy is at any time suspected, histological 
examination of the doubtful area is imperative. The same examination is 
equally important in any other lesion of the tongue in which the diagnosis 


is uncertain. 


CARCINOMA OF THE BUCCAL CAVITY 
The floor of the mouth.—The diagnosis of the ulcerative papillary or nodular 
type of carcinoma occurring in the floor of the mouth is not usually difficult 
because other lesions which might be mistaken for a carcinoma are 
rare. A benign papilloma is the only lesion likely to cause difficulty in 
diagnosis. 

The gums.—Epulis, fibroma, and hypertrophy of the gum should not be 
difficult to diagnose, since they are usually covered with normal mucosa. 
Denture granuloma may easily be mistaken for a carcinoma. It presents as a 
linear ulcer in the gum-lip sulcus, with a hypertrophic mass on either side. 
The floor of the ulcer is usually sloughy, and the normal pink epithelial 
covering of the hypertrophic masses helps to distinguish it from carcinoma. 

The buccal aspect of the cheek.—Leukoplakic changes in the mucosa of the 
cheek are not uncommon, and extend over a fan-shaped area which narrows 
posteriorly. A pre-cancerous condition similar to that in the tongue occurs, 
and similar precautions are advisable. The ulcer produced by cheek-biting 
has the appearance of an acute ulcer with a complete absence of induration 
of the base or edges. The soft, bluish tumour of angiomatous origin is un- 
mistakable, and other benign tumours are rare. 

The palate.—Fibroma in the patient wearing dentures is not uncommon; 
the mixed salivary tumour also occurs in the hard palate, but both of these 
are covered with normal epithelium. Cancer of the hard palate may be 
nodular and difficult to diagnose. Carcinoma of the maxillary antrum may 
produce swelling and ulceration of the hard palate. Syphilitic lesions with 
ulceration of the palate can usually be readily distinguished. They respond 
rapidly to antisyphilitic measures, and a dilatory response should raise the 
suspicion of carcinoma. Any ulcerative lesion of the soft palate should be 
regarded with suspicion, and there should never be any hesitation in sub- 
mitting these lesions to histological examination, 
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PROGNOSIS 
The prognosis of malignant disease in the mouth depends upon several 
factors, e.g., the histological type and site of the primary lesion. A local 
factor of considerable importance is the size of the primary lesion. In 
table 1 the Stage I lesion is a growth less than 3 cm. in diameter; the 
Stage II lesion is less than 4 cm. in diameter, but the difference in the 
prognosis of the two lesions is considerable. A Stage I growth, extending 
as it may to 3 cm., is a relatively large lesion in the mouth, and a diagrosis 
ought to be made before it reaches this size. Unfortunately, the majority of 
growths of the mouth are found in the less intelligent section of the com- 
munity, among whom dental hygiene is neglected and fear and ignorance 
play a large part. The most important single factors in ‘the prognosis are 
early recognition and treatment. 


GENERAL PRINCIPLES OF TREATMENT 
Carcinoma of the mouth is a moderately radiosensitive growth. Surgery and 
diathermy coagulation may be just as effective as radiotherapy in destroying 
an early growth, but radio- 











therapy is the treatment of biascneall 
choice because: (1) the result- Cancer oF Movutu 
ing loss of function - minimal ; Analysis by Site of ‘Node-Free’ Cases 
(2) the cosmetic effect is un- (Assessed 5 years after primary treat- 
doubtedly _ better: (3) should ment or at death within that period) 
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radiotherapy fail to cure the | Remained 
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lesion, subsequent excision is not | ‘ennted | gar eons. 





prejudiced, whilst the converse 
is seldom true. With larger —— otis | os - 
growths, the advantage of radio- | Tongue— _ 
therapy becomes more evident, |__Posterior third — i 
and there is no doubt that it | Total 224 SCO 42 
gives results which no other [627 cavity ass - 
method of treatment can ap- | Fauces and . 
proach (fig. 2 to 11). The only | 5° Palate ws ss 
cases of malignant disease in | Total 363 53 
the mouth in which radio- ; 
therapy may be contraindicated are: (1) the syphilitic tongue in which 
endarteritis reduces the curative effect of radium and predisposes to necrosis ; 
(2) growths of the alveolus invading bone. The particular radiotherapeutic 
technique to be used in any given case depends upon the site, size and 
configuration of the growth to be treated. Its unique physical characteristics 
make radium therapy in this site incomparably better than X-ray therapy. 
The latter is of use mainly in lesions of the fauces and the base of the 
tongue. 

On the other hand, the metastatic lesions in the cervical lymphatic glands 
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Fic. 8. Fic. 9. 
Squamous carcinoma. Palate before and after radiotherapy. 


are not as radiosensitive as the primary lesion, and are rarely cured by 
radiotherapy. Early block dissection of the neck on one or both sides is 
undoubtedly the treatment of choice, unless the glands are too fixed to be 
removed. It is not necessary to carry out a block dissection of the neck in 
all cases of malignant disease in the mouth. Table 1 shows that, excluding 
growths of the lip, about 50 per cent. of early growths in the mouth did not 
develop cervical metastases within five years of treatment. 

The palliative treatment of growths in the mouth is a difficult problem. 
Common humanity dictates that no treatment which might relieve the 
patient’s suffering should be withheld, but it is rarely possible to provide 
worth-while palliation in advanced malignant disease in the mouth. The 
dosage of radiation required to produce a beneficial effect on the primary 
lesion is likely to be followed by severe radiation reaction with mucositis and 
erythema of the skin. The growth ot inoperable metastases in the lymph 
nodes of the neck may be retarded by deep X-ray therapy, and may provide 


Fic. 10. 
Squamous carcinoma in angle of mouth. Note excellent cosmetic result. 
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a lengthy period of comfort if the primary lesion remains cured, but ir these 
late cases renewed growth is almost inevitable. 


RESULTS OF TREATMENT 

A summary of the results obtained in the treatment of cancer of the mouth 
during the years 1940-44 at the Christie Hospital is given in table 2. It 
shows the encouragi 1g results of early treatment and the appalling results 
in the advanced cases. It also shows that only about a quarter of the patients 
when they first come to hospital can be classified as having growths in 
Stagt I, and many otf these growths cannot be regarded as being ‘early’, 
since this stage includes growths up to 3 cm. in diameter. 

The results of treatment of carcinoma of the lip are much better than 
those obtained in the treatment of growths in any other part of the mouth. 
This is due to its low grade of malignancy, its accessibility, and its slow rate 
of spread—only 21 out of 234 patients had secondary deposits in the sub- 


















































TABLE 2 
CANCER OF Movutnu AND LIP 1940-44 
Regional Analysis 
Results 5 Years after Treatment 
Nope-F REE Nopes INVOLVED 
| Stagel | — Stage I Stage II] Stage IV 
Site 
Net Net Net Net 
sur- sur- sur- sur- 
Number vival | Number | vival | Number | vival | Number | vival 
treated | rate treated rate treated rate treated rate 
| per per per per 
cent. cent. cent. cent. 
Tongue 110 | 58 | 129 38 73 14 117 3 
Main oral 
. cavity 78 70 | 205 48 66 19 131 5 
aucial 
region 16 71 109 25 55 13 135 2 
Lip 165 89 58 65 13 46 8 ° 
Total | 369 75 | 501 42 207 } 437 39! i 





mental glands. The results of treatment of early growths in less favourable 
sites are not discouraging. In fact, these results provide a good reason for 
stressing once again the importance of the early recognition of malignant 
disease in the mouth. Of all the adverse factors within our control, delay is 
the least excusable, and its avoidance would profoundly improve the ex- 
pectation of cure of cancer in this region. 





CHRONIC INFECTIONS OF THE JAWS 
IN GENERAL PRACTICE 


By S. H. WASS, M.LS., F.R.C.S. 
Assistant Surgeon, Guy's Hospital. 


THE general practitioner and the dental surgeon meet on common ground 
in the diagnosis and treatment of chronic infections of the jaws. The dente! 
surgeon is usually the first to be consulted, and rightly carries out such in- 
vestigation and treatment within his domain as he thinks proper. If the 
patient does not get well quickly, or if he gets worse, the doctor is called in. 
Often, however, the medical practitioner is first on the scene, and he in 
turn will readily seek the aid of his dental colleague when necessary. Such 
professional relationships are perfectly correct; but it sometimes happens 
that neither party will accept responsibility and the patient suffers by being 
passed from one to the other without effective action being taken. The 
patient is always our first concern; his advisers must meet as allies in 
conclave, not as acrimonious antagonists. 

The purpose of this article is to provide practical guidance in the manage- 
ment of patients who often need both medical and dental care. Chronic or 
low-grade infections of the jaws, which may not at first seem serious, are 
often of major importance. They can cause prolonged misery to the patient 
and have serious consequences unless recognized early and treated properly. 
These chronic infections are not as well known as the more dramatic acute 
inflammations. They are insidious in onset and seldom accompanied by 
much fever or constitutional disturbance. Pain is usually present, sometimes 
severe, but sometimes surprisingly slight. Physical signs are variable, and 
their significance will be discussed in relation to the individual lesions. The 
important chronic infections to be considered are :— 

(1) Chronic alveolar abscess 

(2) Chronic osteomyelitis 

(3) Infected cysts of the jaws 

(4) Actinomycosis 

(5) Pseudo-inflammatory lesions 


CHRONIC ALVEOLAR ABSCESS 
An alveolar abscess is due to infection at the apex of a tooth spreading to 
the soft tissues around the jaw. An indurated area of cellulitis first develops 
and later softens to form an abscess. The abscess usually points on the 
outer surface of the jaw, but if arising from the lateral incisor tooth of the 
upper jaw it points on the hard palate. Alveolar infections are often acute in 
onset, with pain and high fever. Sometimes, however, the infection is of 
low-grade intensity and the patient has little pain or fever. The indurated 
area may then persist for as long as six or eight weeks before softening takes 
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place. This chronic type of abscess is becoming increasingly common be- 
cause of the almost universal use of penicillin at the first appearance of any 
inflammatory swelling. An alveolar abscess can only be cured by removal of 
the infected tooth; but penicillin may so modify the course of the secondary 
soft tissue infection as to convert an acute lesion into a chronic one and thus 
make diagnosis more difficult. Antibiotics should not be given for an in- 
flammatory swelling of the jaw until an accurate diagnosis of the cause of the 
infection has been made and appropriate treatment planned. 

The diagnosis of an alveolar abscess depends upon finding a dental cause 
for the infection. A carious tooth, an incompletely erupted third molar, a 
dead tooth or retained roots within the jaw may be responsible. There may 
be no history of previous toothache, and even edentulous patients can de- 
velop an alveolar abscess from infection round roots or unerupted teeth 
which have been in the jaw for many years. To establish a diagnosis every 
patient with an inflammatory swelling of the jaw must have a full dental and 
radiological examination at the earliest opportunity. Teeth in the affected area 
must be examined for caries and tenderness on pressure. In the molar 
region an incompletely erupted wisdom tooth, with inflamed or edematous 
gum round the emerging crown, should arouse suspicion. A dead tooth may 
be detected by its grey-blue colour, the absence of sensory response to the 
application of hot or cold stimuli, or the presence of an altered percussion 
note when tapped with a metal instrument. Finally, an X-ray examination, 
with intra-oral films, may show apical osteitis or retained roots within the 
affected area of the jaw. 

When the source of infection has been found, judicious dental treatment 
must be carried out. The faulty tooth must be extracted or the retained roots 
removed through the corresponding tooth socket. These operations must be 
performed with gentleness under inhalation anzsthesia; local or regional 
analgesia is forbidden in the presence of infection. It is nonsense to say that 
a tooth should not be extracted until the surrounding infection has sub- 
sided; resolution can only occur when free drainage of the infected apical 
region has been provided. 

Having decided upon a dental operation, penicillin should be given; in 
combination with drainage of the apical area it will often promote complete 
resolution of the secondary cellulitis. If softening and abscess formation 
have taken place in the soft tissues, drainage through the tooth socket may be 
inadequate, especially in the lower jaw. Supplementary drainage through the 
buccal sulcus or through a submandibular incision is then needed. Some- 
times chronic induration of the soft tissues may persist for several weeks in 
spite of proper treatment. If this occurs, and particularly if pain persists, 
the diagnosis must be constantly revised, bearing in mind the possibility 
that some more serious disease may be present. Likewise the persistence of a 
discharging sinus through a tooth socket, through an internal or external in- 
cision, or through an opening which had formed spontaneously before 
treatment began, must suggest a hitherto unsuspected bone disease. 
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CHRONIC OSTEOMYELITIS 

The term osteomyelitis implies bone necrosis within the jaw, leading 
ultimately to sequestrum formation. Osteomyelitis must be suspected in the 
following circumstances :— 

(1) Persistence of pain, of induration in the soft tissues, or of an internal 
or external sinus after adequate treatment of an alveolar abscess. 

(2) Recurrence of pain, swelling or sinus formation after apparent healing 
of an alveolar abscess. 

(3) Occurrence of pain, swelling or tenderness of the jaw after any dental 
extraction. 

(4) Occurrence of pain, swelling or sinus formation after a fracture of the 
jaw has been properly splinted. 

Radiological signs of osteomyelitis 
take time to develop. These signs 
never appear until at least three or 
four weeks after the onset of the bone 
infection, and may be delayed until 
six or eight weeks or even longer. 
Therefore in any of the above circum- 
stances osteomyelitis must be suspected 
in spite of normal radiographic appear- 
ances in the early stages of the infection. 
Weekly skiagrams must be taken in 
these cases (external anteroposterior, 

in. ¢ ey dbaeens of pundits lateral and occlusal views), so that bone 
showing chronic osteomyelitis caus- Changes can be detected at the earliest 
ing pathological fracture. opportunity. As soon as bone destruc- 
tion is confirmed, active surgical treatment is required to remove sequestra, dis- 
eased bone and granulation tissue, and to relieve tension within the infected 
bone. Here again penicillin alone is useless: it will not cure chronic bone disease. 
In the anxious waiting period, when signs of infection persist but bone 
destruction cannot be demonstrated radiologically, penicillin is usually 
given. It is a moot point whether or not such treatment is justified: it may 
serve only to delay still further the establishment of a diagnosis. Penicillin 
will often cause a diminution in the size of the soft tissue swelling and may 
even alleviate the pain and tenderness, thus lulling the unwary into a false 
security. If chronic bone disease be present it will progress in spite of peni- 
cillin and irrespective of any apparent clinical improvement which may 
occur. Only surgical intervention can cure chronic osteomyelitis quickly. To 
deny the patient an operation is to condemn him to prolonged distress and 
loss of work, to recurrent abscesses with discharge of pus and sequestra, and 
to danger of a pathological fracture of the jaw (fig. 1). 
Constant watch for the development of bone disease is necessary in all 
chronic infections of the jaws, and only by serial skiagrams can it be de- 
tected at an early stage. A lesion originally thought to be an alveolar abscess 
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may turn out to be osteomyelitis, particularly after a dental extraction or a 
fracture of the jaw. The occurrence, persistence or recurrence of inflam- 
matory signs and symptoms in the circumstances listed above always in- 
dicates the development of bone disease. Pain in the jaw may be a diagnostic 
feature. It should disappear after removal of the tooth or the root of a 
tooth thought to be causing an alveolar abscess; its persistence or re- 
currence after this treatment indicates bone necrosis. Its occurrence after a 
dental extraction, or after a fractured jaw has been properly immobilized, 
has the same significance. The pain may be severe, deep and boring in 
character, and may cause so much loss of sleep and loss of morale that the 
patient is thought neurotic. Another feature which is diagnostic of osteo- 
myelitis of the mandible is 
the occurrence of numb- 
ness of the chin in the 
distribution of the mental 
nerve. This symptom 
arises from compression of 
the inferior dental nerve 
by increasing tension in 
the infected bone. Some- 
times pain is absent or 
less severe in the chronic 
type of bone infection, 
especially if discharging 
smuses are present to 
allow relief of tension 


Fic. 2.—Occlusal skiagram showing chronic osteomyel- 
peitgs oad itis, with sequestrum formation, in an edentulous 
within the bone. The mandible. This patient had a painless inflammatory 


sinuses themselves. how- swelling of the jaw with an external sinus. 
Ps -) 


ever, and the persistence of an indurated swelling of the jaw, are sufficient 
indication of the presence of osteomyelitis (fig. 2). 

The management of patients with these symptoms and signs, before bone 
disease becomes apparent radiologically, is a difficult problem. Clinical 
acumen tells us that osteomyelitis is present but we cannot act because the 
final proof is missing. Attempts to anticipate the radiological changes by 
performing a decompression operation on a radiologically normal bone re- 
quire great clinical experience and judgment; if advocated, and if performed 
by people with limited experience, great harm would result. It is necessary 
therefore to wait, and during this time the patient may suffer great pain. If 
penicillin is being given, vigilance must never be relaxed even though tem- 
porary improvement occurs, and active surgical measures must be under- 
taken as soon as the final proof of bone destruction is forthcoming. 


INFECTED CYSTS OF THE JAWS 
A dental cyst occurs in adults over the age of thirty years. A dentigerous 
cyst is associated with an unerupted tooth and occurs in younger patients. 
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If a cyst is not large enough to cause swelling of the jaw, infection may be the 
first indication of its presence. Infection of a cyst may be followed by a 
swelling of the overlying soft tissues indistinguishable from a simple alveolar 
abscess ; or the cyst may burst into the mouth and discharge its pus, with the 
relief of pain. Usually the point of discharge persists as a chronic sinus. 
Routine radiography of all patients with inflammatory swellings of the 
jaws will at once reveal the cyst (fig. 3). A discharging sinus occurring 
spontaneously, or persisting after incision of an abscess, should suggest the 
possibility of an infected cyst in the jaw as an alternative diagnosis to chronic 
osteomyelitis. When the presence 
of a cyst is shown by radiography 
it is clear that surgical treatment 
is needed. In the acute stage the 
cyst may simply be drained into 
the mouth; the resulting sinus is 
best cured by complete removal of 
the cyst membrane. 


ACTINOMYCOSIS 
Infection of the soft tissues around 
FiG. 3.—Skiagram of mandible showing a cyst the lower jaw by the Streptothrix 
in relation to an incompletely erupted 3rd actinomyces is much less common 


molar tooth. This patient had a chronic ‘a : 
inflammatory swelling of the jaw which than other pyogenic infections. 


had been present for eight weeks before Actinomycosis, however, is no 


the cyst was detected. : . 
longer considered a disease re- 


stricted to country yokels chewing straw and grass; it occurs equally often 
in industrial communities. 

Actinomycosis is a chronic inflammation of the soft tissues, woody-hard 
and indurated at first but later softening to form multiple external sinuses. 
The pus from these sinuses is described as showing sulphur granules, but 
secondary infection soon destroys this characteristic appearance, and ex- 
cessive growth of secondary micro-organisms makes bacteriological identi- 
fication of the streptothrix extremely difficult. Diagnosis depends upon this 
identification, and any area of softening in the indurated swelling should be 
incised before it bursts so that pus may be sent for laboratory examination 
before secondary infection occurs. 

Actinomycosis should be suspected in any inflammatory swelling of the 
lower jaw which persists for six weeks or more without evidence of dental 
disease or osteomyelitis. Pain and fever are usually absent, and the skin 
over the swelling is a dusky red colour. Patients often suffer needless ex- 
traction of several teeth, thought to be the cause of the swelling, before a 
diagnosis is made. Only by constantly bearing in mind the possibility of 
actinomycosis in all chronic infections can this be avoided. Treatment of 
early cases with large doses of penicillin over a prolonged period, or with 
deep X-ray therapy, gives good results, 
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PSEUDO-INFLAMMATORY LESIONS 
Some malignant lesions of the jaws may closely resemble low-grade in- 
flammatory disease and cause real difficulty in diagnosis. An ulcerating 
epithelioma of the alveolar margin, more common in the lower than the upper 
jaw, is always infected on its surface. Induration of the soft tissues, due 
partly to malignant infiltration and partly to infection, may give rise to a 
painful, red and tender swelling around the jaw. Such swellings in old 
people, who are often edentulous, should arouse suspicion. Careful examina- 
tion inside the mouth will reveal the ulcerated growth with its hard raised 
edges. Difficulty in diagnosis 
arises in patients with exuberant 
granulations round an_ infected 
sinus on the gum, which may 
simulate malignant ulceration. A 
biopsy must be performed on all 
ulcerated lesions. Radiological ex- 
amination in these cases may not 
; be conclusive because malignant 
infiltration of bone and chronic 
osteomyelitis present similar ap- 
pearances. 

Metastatic carcinoma is un- 
common in the jaws but does oc- 
casionally occur. The breast and Fic. 4.—Skiagram showing destruction of the 
bronchus are the most usual sites right side of the mandible by an osteolytic 

sarcoma. This patient had three incisions 
of the primary growth, but others for supposed alveolar abscess before an 
: have been described. Rarely, how- arany was Wien. 
; ever, is the metastasis in the jaw the first sign of the disease; the existence 
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} of a growth is usually known. In superficial bones like the jaws, secondary 

| malignant deposits may cause clinical swelling and, once again, pain, 

swelling, tenderness and slight redness may resemble infiammatory disease. 
If a patient is known to have a cancer, or to have had a previous operation 

| for this condition, the possibility of a bony metastasis in the jaw shculd be 
borne in mind. 

Sarcoma of the jaws is also uncommon, but the rapidly growing type 
which occurs in children or young adults may closely simulate inflam- 
matory disease. The growth is vascular and spreads rapidly to the surround- 
ing tissues, producing a red, tender, painful swelling and occasionally a low 
degree of fever. X-rays, however, will show gross bone destruction (fig. 4), 
or new bone formation in the osteogenic growths; the extent of these 
radiological changes is quite incompatible with a diagnosis of osteomyelitis. 
Thus again, radiological examination of all inflammatory swellings of the jaws 
will enable us to avoid the disaster of incising a malignant growth and so 
causing fungation of the tumour and increasing the patient’s distress. 








GINGIVITIS 


By JOHN NAISH, M.D., M.R.C.P. 


Consultant Physician, Bristol Clinical Area; Lecturer in Medicine, 
University of Bristol. 


GINGIVITIs is predominantly a disease of occidental civilization. In a greater 
or lesser degree it is present in all who eat chiefly of soft and cooked foods. 
The teeth and gums of such people are not much exposed to the abrasive 
and stimulating action of vegetable fibre; consequently, the crowns of the 
teeth show no signs of attrition and the gums become inadequately kera- 
tinized. Whereas the aboriginal African has to use his jaws for many hours 
of each day in order to abstract nourishment from hard and fibrous vegetable 
- foods, thus wearing down in the course of years the crown of the tooth and 
developing a tough gum surface, the occidental does not fully use his teeth 
and gums. Therefore the adult African tends to have worn-down teeth to 
which a tough vascular gum is firmly attached, whereas the European has 
long unworn teeth and soft gums which all too easily become retracted. 
There is normally a shallow gingival trough between tooth and gum, but 
following attacks of gingivitis this becomes deeper. The sulcus so formed is 
lined with granulation tissue and acts as a resting place and stagnation area 
for food debris, calculus and bacteria. Abrasion of the gum margin by sharp 
particles of food may introduce bacteria into the deeper tissues, and the 
resulting inflammatory process may end in ‘pocketing’ of pus and a deepen- 
ing of this so-called alveolar sulcus. Eventually the parodontal fibres com- 
prised of collagen which hold the gum to the tooth become weakened and 
destroyed and the gum attachment retracts down and away from the tooth. 
Pockets of pus may form deep in the sulcus, and inflammation may spread 
through the parodontal membrane to involve the nerve supply, blood supply 
and lymphatic drainage to and from the tooth. A tooth so affected will 
eventually rock easily in its socket and may develop pulp infection. 

There are particular local and general reasons why this destructive 
sequence may be intensified. There is, for example, a constitutional pre- 
disposition towards tender gums, and during pregnancy keratinization of the 
gums fails, so that severe gingivitis may result. Deficiency of ascorbic acid 
or nicotinic acid in the diet will lead to weakening of the gum defences and 
to gingivitis; certain blood diseases have the same effect. 

Locally, gingivitis tends to occur wherever the bite is inadequate. Lonely 
or maloccluded teeth are the first to suffer, because improper mastication 
causes the surrounding gum to become soft and vulnerable. If food-packing 
occurs between two irregular teeth the gum soon becomes damaged and 
infected. Where there are ill-fitting artificial crowns, bridges, bad fillings, 
mechanical devices or tartar, retention of food particles leads to local 
gingivitis. 
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DIAGNOSIS 
The clinical features of gingivitis are well known. The surface of the gum is 
inflamed, particularly the interdental papilla, and bleeds easily; the sulcus 
between tooth and gum contains pus and debris and is lined with granula- 
tion tissue. Deeper pockets of pus may exist beneath this granulation tissue, 
the gum may be retracted, and the tooth loose. In special forms of gingivitis 
superficial ulceration may spread over the surface of the gum away from the 
tooth, and there may be an associated stomatitis. Hemorrhage into the gum 
may be seen, and also a pseudohypertrophy produced by overgrowth of the 
granulation tissue. Symptoms may be absent, but pain, bleeding gums, a 
bad taste in the mouth, feetor oris, and loose painful teeth may compel the 
patient to seek medical attention. Excessive salivation occurs in severe cases 
and may lead to aerophagy and so to abdominal symptoms. 

The central problem of diagnosis is to decide whether the gingivitis is (a) 
due to some constitutional or general defect or disease leading to impair- 
ment of gum defences; or (b) due to some local dental factor; or (c) due to a 
specific organism; or (d) due to drugs and poisons. The clinical features of 
certain types of gingivitis will be discussed within these four categories. 


GINGIVITIS DUE TO IMPAIRMENT OF GUM DEFENCES 
Gingivitis of pregnancy.—This tends to develop in the second and third 
trimesters and is due to a failure of keratinization of the gums, probably 
caused by lack of circulating ovarian estrogens. The gums are translucent 
and fragile, and if the gingivitis is neglected the infection may spread deep 
into the parodontal tissues, leading to severe symptoms and loss of teeth. 

Gingivitis of childhood.—Gingivitis with the primary dentition is usually 
associated with faults in dietary habits, with gobbling of food and with 
mouth-breathing. 

Gingivitis of old age-—The few who retain most of their teeth beyond the 
age of fifty are particularly liable to gingivitis. There are probably both 
local and general reasons for this. Some degree of bony alveolar resorption 
is physiological in latter life, and this, together with gaps in the bite, favours 
the development of the disease. 

Gingivitis of scurvy.—The condition is due primarily to capillary fragility, 
and secondarily to infection with failure to heal. The first change, edema 
and bruising of the gums, is comparable to that which occurs in other areas 
liable to repeated trauma. The gums bleed easily and ulcerate so that 
secondary infection develops. ‘True healing cannot take place in the absence 
of ascorbic acid, but the presence of granulation and haemorrhagic exudate 
leads to a heaping-up of the gum, so that the tooth may be almost buried in 
spongy tissue. 

Pellagrous gingivitis—Gingival infection occurs with the stomatitis and 
glossitis of nicotinic acid and riboflavine deficiency. 

Pink disease or erythradema polyneuritica.—This strange condition, which 
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may develop in children between the ages of one and three, is usually 
associated with a generalized gingivitis. Children so affected appear to suffer 
from considerable pain in the teeth and gums and are continually salivating 
and grinding the teeth. As a result of this and the gingivitis, teeth may be 
dislodged. The gingivitis of pink disease has no special features, but the 
teeth grinding, associated irritability, photophobia, and the pink, cold ex- 
tremities with absent tendon reflexes point to the diagnosis. 

Leukamia.—Patients with any type of acute leukaemia may present with 
oral sepsis, because there is a breakdown of normal immunity mechanisms 
and a decrease in circulating mature polymorphs. The alveolar sulcus be- 
comes deeper and full of necrotic tissue, the breath becomes foul, and 
ulceration may spread outwards over the surface of the gum and oral 
mucous membranes. There is a lack of inflammatory response around the 
ulcerated areas, but necrosis is rapid and deep. Pain may be severe. 

Patients who develop the rare acute monocytic leukemia often present 
themselves for medical attention because of gingivitis accompanied by a 
curious granulous heaping-up of the gum margin. This is usually the first 
symptom of the disease. 

Agranulocytosis.—Gingivitis and stomatitis are usually the first symp- 
toms. The appearances are as in acute leukemia. 

Hemophilia and thrombocytopenic purpura.—Patients with bleeding 
diseases are often, with some justification, unwilling to have defective teeth 
removed. Caries and malocclusion therefore occur, leading to local gingival 


infection. Also the gums bleed and bruise easily. For these reasons, sooner 
or later in the natural history of these diseases, intractable gingivitis will 
become established. 


LOCAL CAUSES FOR GINGIVITIS 
Irregular teeth, gaps, ledges, tartar, and painful conditions of the mouth 
all tend to lead to gingival softening and infection. 


VINCENT’S ACUTE ULCERATIVE GINGIVITIS 

The clinical features of this condition differ from the various types of 
gingivitis already described. In the first place the disease comes on acutely, 
and the symptoms are usually bad enough to make the patient seek medical 
attention at once. Fever and loss of appetite occur. Pain is quite severe, the 
gums may bleed and the breath is foul with a peculiar odour impossible to 
describe. On examination of the mouth the gum margins are bright red 
and the interdental papillz greenish in colour. Ulceration may spread out 
from the marginal area to involve the buccal mucosa, the ulcers being 
shallow and their floors covered with a greyish necrotic slough. There is 
not much inflammatory response around ulcerated areas. 

Etiology.—This is very much a disease of war time, of camp life, and of 
winter. Young men and women are affected, and although outbreaks occur 
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in communities the disease never becomes epidemic. ‘This is presumably 
because of a high rate of immunity in the population, for experimental 
inoculation of infected material does not often transmit the disease. The 
organisms found in the necrotic areas are fusiform bacilli and Borrelia 
vincentu, a spirochzte. It is of course possible that the disease is caused by 
some virus or unidentified microbe and that the fusiform bacilli and Borrelia 
are secondary invaders; for it cannot be asserted that Koch’s postulates 
have been completely fulfilled with regard to the latter. There has been a 
great deal of controversy over the question of whether the increased in- 
cidence of Vincent’s gingivitis in camp conditions is due to cross-infection 
by feeding utensils, or to an inadequate diet, overcooked and short of 
ascorbic acid. Controlled trials in which ascorbic acid and inert tablets were 
administered to comparable groups of Servicemen during the last war 
showed that prophylactic treatment with ascorbic acid produced no 
significant change in the incidence of the disease. The truth seems to be 
that in any large Service population a few cases of gingivitis will occur as a 
result of ascorbic acid deficiency, but that the majority occur for other 
reasons. Soft and tinned foods will lead to impaired gum resistance, and 
cross-infection with Vincent’s organisms by utensils may occur. It should, 
however, be stressed that the latter has never been proved. 


GINGIVITIS DUE TO DRUGS AND POISONS 
If a patient absorbs excessive amounts of certain heavy metals the gums will 
be affected. 

Lead poisoning predisposes to gingivitis, and the margin of the ulcerated 
alveolar sulcus is often blackish in colour due to deposition of lead sulphide. 
Bismuth therapy similarly leads to the deposition of dark-coloured bismuth 
salts in the granulation tissue of the alveolar sulcus. This appearance is not 
seen in edentulous people because the salts of lead and bismuth are de- 
posited only as a result of necrosis and bacterial action along the ulcerated 
gum margin. 

Mercury poisoning may lead to severe gingivitis and loosening of the teeth, 
and is usually accompanied by stomatitis and ptyalism. 

Patients under treatment with phenytoin, used for the control of epilepsy, 
often develop a curious overgrowth of the gum margin, which sometimes 
becomes so heaped-up as almost to bury the teeth. 


THE EFFECTS OF GINGIVITIS 

The condition may be compatible with normal health, but will lead sooner 
or later to premature loosening and loss of teeth. Feetor oris, usually as- 
sociated with the disease, can be a serious handicap, and the esthetic effect 
of good teeth is often marred by inflamed and retracted gums. Thus 
gingivitis may, particularly in the young of both sexes, lead to feelings of 
inadequacy and self-depreciation; and if through ignorance, treatment is 
not sought, anxiety or depression causes leading symptoms. 
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From the purely physical aspect the harmful general effects of gingivitis 
have been overstressed in the past. If pocketing of pus is not a marked 
feature, there will be few toxemic symptoms. Appetite, weight and hemo- 
globin values will not alter, and bacterial-sensitivity arthritis rarely develops. 
The dyspepsia sometimes associated with gingivitis is usually due to in- 
adequate mastication and to excessive salivation which leads to aerophagy. 
Patients with rheumatic or congenital cardiac disease, who also suffer from 
parodontal disease, run an additional risk, for it has been shown that 
bacteriamia can be produced by the rocking of teeth within the infected 
gums, and by pressure, as in the act of biting. Bacteria are showered into the 
blood stream and may lodge on damaged heart valves to begin the 
pathological sequences of subacute bacterial endocarditis. 


TREATMENT OF GINGIVITIS 

The foregoing discussion of the etiology and diagnosis of gingivitis makes 
it clear that in occidental peoples the disease is a departure from health so 
common as to be almost normal, but that treatment is necessary to preserve 
the teeth, to ease symptoms, and to prevent ill-effects. If the gingivitis is 
due chiefly to local dental causes, orthodontic and prosthetic correction, 
together with toilet of the gums, are the main lines of attack. In these cases 
the patient should be referred to a dental surgeon who will try to correct 
malocclusion, to remove tartar and ledges of filling material, to fit plates 
or bridges, and to prevent food-packing. He will also forcibly syringe the 
alveolar sulcus with hydrogen peroxide to remove necrotic debris. The 
granulating surface can be further cleaned with soap, and finally tanned by 
painting with 10 per cent. chromic acid. When the gingival inflammation 
has subsided the prophylactic regime of gum massage by cellular food, the 
toothbrush and the finger can begin. 

If gingival pocketing is deeper than 4 mm., parodontal disease is estab- 
lished and progressive, and conservative treatment only retards its develop- 
ment. In such cases total extraction is the only course. 

If there is any reason to suppose that the defences of the gum have been 
impaired by hormonal changes affecting keratinization, estrogens, such as 
stilbestrol, 2 mg. daily, may be given to supplement the local regime. 
Similarly, if there is any suspicion as to the adequacy of the previous intake 
of fresh fruit and vegetables, ascorbic acid, 300 mg. daily, should be given. 
Provided that local or other causes of gingivitis are adequately assessed and 
treated, there is no harm in giving ascorbic acid in doubtful cases, for the 
drug is cheap and harmless. Nicotinamide, 50 mg. daily, may also be given 
if the nutritional state suggests any possibility of such a deficiency in the diet. 
In young children a combination of nicotinamide and ascorbic acid is often 
effective in healing primary dentition gingivitis. 

The gingivitis associated with anemia, leukemia, agranulocytosis and 
hazmorrhagic states must be recognized and treated as part of the general 
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disease. Penicillin should be given parenterally in all cases of severe gingivitis 
associated with agranulocytosis, at the critical moment when it is adjudged 
that a rapid spread of infection to the rest of the mouth is about to take place, 
and to tide the patient over the period of greatest marrow depression. It is 
a mistake to give penicillin orally, as this only alters the bacterial flora of the 
mouth. Other antibiotics may be used if the prevailing organisms are in- 
sensitive to penicillin or if penicillin fails to check spread of infection. It is 
in cases of drug-induced agranulocytosis that penicillin and other anti- 
biotics are of the greatest value, for the depression of bone-marrow activity 
is then usually but temporary, and the control of infection both a life-saving 
measure and an aid to the recovery of the marrow. 


TREATMENT OF VINCENT’S GINGIVITIS 

Local treatment, such as scaling, is important, but the condition is acute 
and demands prompt general treatment. If severe the patient should be told 
to rest in bed, given copious fluids to drink and told to wash the mouth with 
a hydrogen peroxide gargle every two hours. The gum margin should be 
cleaned with soap or with pledgets of cotton-wool soaked in hydrogen 
peroxide and then painted with 10 per cent. chromic acid, this treatment 
being repeated on the following day. Procaine penicillin, 300,000 units daily, 
parenterally, can be tried if there is much stomatitis and secondary infec- 
tion, but in such cases before the days of penicillin, a dramatic improvement 
often followed the intravenous injection of 0.2 g. of N.A.B. Penicillin 
chewing gum is sometimes used but should never be continued for more 
than a few days on account of the danger of ‘penicillin mouth’. Some 
practitioners believe that the concomitant administration of vitamin B com- 
plex preparations protects against penicillin mouth. The justification for 
such antibiotic- and chemo-therapy is empirical rather than rational 

As soon as healing begins the patient should massage the gums frequently. 
He should be encouraged to eat plenty of fresh fruit, wholemeal bread and 
raw vegetable salads, especially in the convalescent period. Toast, hard 
biscuits and other artificially sharp foods should be avoided. 


CONCLUSION 

Gingivitis, acute or chronic, is a departure from the healthy state, but the 
severity of symptoms determines whether or not the patient seeks medical 
attention. He is more likely to seek aid when his gums are acutely painful 
and inflamed, and after treatment is more willing to listen to advice on the 
measures for maintenance of healthy firm gums. Such advice is often ten- 
dered in vain to those whose gingivitis does not produce any physical or 
emotional symptoms, but the possibly harmful effects should be pointed out 
to those with dyspepsia and polyarthritis, and the risks to those with con- 
genital and rheumatic heart disease. 
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THERE are three reasons why an examination of the mouth is particularly 
important in the recognition of deficiency diseases. First, the mouth is 
easily inspected and provides a cavity lined by a large area of mucosa that 
can be seen without the aid of any specialized ‘scope’. Secondly, the tissues 
in the mouth range from the most highly specialized (the lingual papilla, 
and the enamel and dentin) to the most simple (the mucosa). Thirdly, it 
is constantly subjected to insults: it is heated or cooled by food or weather, 
irritated by food or drink or smoking or lipstick, picked and kissed, de- 
formed by dentures, and a medium for the growth of bacteria and sometimes 
of fungi. It is not therefore surprising that early deficiencies of several 
nutrients produce structural changes in the tissues of the mouth. 

The vitamins especially concerned in lesions of the lips and tongue are 
three members of the B complex: niacin, riboflavine and pyridoxine. The 
brilliant work of Warburg around 1935 showed that niacin forms part of two 
important coenzymes (coenzymes 1 and 2) which are concerned in the oxida- 
tion of various substrates to provide energy in tissues, and that riboflavine 
forms a part of a flavo-protein which acts as an enzyme in the oxidation of 
reduced coenzymes 1 and 2. Reduced flavo-protein is then oxidized by 
cytochrome, which was shown by Keilin to contain iron. Deficiency of 
niacin or of riboflavine, or possibly of iron, is apt therefore to break the 
metabolic chain in tissues at neighbouring links, and it is not entirely sur- 
prising that the clinical lesions produced have certain similarities. Pyri- 
doxine is related chemically to niacin and is known to be concerned as a 
coenzyme in certain reactions involving amino-acids. For instance, Gunsalus 
and others showed that it acts as a coenzyme for the enzyme transaminase 
which removes the amino-group from certain amino-acids. Unpublished 
work of ours has shown that pyridoxine is associated with the enzyme 
histaminase which destroys histamine in tissues; probably therefore the 
lesions of the skin and muco-cutaneous junctions found in pyridoxine de- 
ficiency are caused by increased concentrations of histamine producing the 
vascular dilatation, edema and the resulting epithelial changes. Since it has 
been shown that riboflavine is part of histaminase (Kapeller-Adler, 1949), 
the erythematous lesions of muco-cutaneous junctions that appear to be so 
similar to those found in deficiency of pyridoxine might also be caused by 
an increased concentration of histamine in deficiency of riboflavine. 
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THE LIPS 
Muco-cutaneous junctions appear to be particularly susceptible to certain 
deficiencies, especially of riboflavine and pyridoxine. Deficiencies of iron, 
and probably of essential fatty acids, also affect the lips. 


Sebrell and Butler (1938) produced lesions in some women who were placed 
upon a diet deficient in riboflavine, and probably in certain other vitamins of the B 
complex. The earliest changes included macerated and fissured areas at the corners 
of the mouth (angular stomatitis), and reddening of the lips along the line of closure, 
since the mucosa was thinned (cheilosis). 

For some time it was believed that these lesions were pathognomonic of 
deficiency of riboflavine, but it was found that iron therapy alone would 
sometimes cure angular stomatitis occurring with iron-deficiency anemia; 
further, angular stomatitis and cheilosis which were resistant to riboflavine 
therapy have been improved by pyridoxine (Smith and Martin, 1940; 
Machella, 1942). Lesions of the lips occur also when acute deficiency of 
pyridoxine is produced by injecting an analogue of the vitamin (Mueller 
and Vilter, 1950). 

In studies upon rats (Ramalingaswami and Sinclair, 1950), we found that in 
deficiency of pyridoxine cheilosis and angular stomatitis occurred very early in 
deficiency; the latter, which was more severe than cheilosis, resembled exactly the 
maceration and transverse fissuring found in man, and the cheilosis consisted at 
first of erythema along the free margin of the lip on the cutaneous side of the muco- 
cutaneous junction, and later there were scaliness and vertical fissuring. Histologically, 
there were vascular dilatation with edema and diffuse mononuclear cellular infiltra- 
tion of the corium, and marked acanthosis with variable hyperkeratosis of the 
epidermis. The same type of lesion of the lip and angle of the mouth occurred early 
in deficiency of essential fatty acids. 

Cheilosis and angular stomatitis can, it seems, be caused in man by 
deficiency of riboflavine or pyridoxine, or iron, and it is possible they can 
be caused by deficiency of essential fatty acids. Trauma to the lips by cold 
wind, however, or to the angles of the mouth by an ill-fitting denture, can 
respectively produce chapped lips or angular stomatitis. If nutritional de- 
ficiency is suspected, other signs should be sought and possible reasons for 
deficiency investigated. Deficiency of riboflavine tends also to be accom- 
panied by glossitis and by lesions at other muco-cutaneous junctions, aad 
particularly by a scaly seborrheic dermatitis around the alz nasi and naso- 
labial folds; there may also be blepharitis and superficial symmetrical 
keratitis. Little is known of the signs of pyridoxine deficiency in man, and 
much less of deficiency of essential fatty acids, which, however, appears to 
be responsible for some cases of infantile eczema (Hansen and Burr, 1946). 
Deficiency of iron will be accompanied by microcytic hypochromic anzmia 
and by glossitis. This last sign may now be considered. 


THE TONGUE 
For centuries the tongue has been examined, but only in the last decade or 
so has fairly high magnification been used such as is provided by the slit- 
lamp microscope or the type of magnifier used by thread-provers. With 
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these aids the papilla can be studied in detail; and objective records may be 
made by the use of smoked paper and shellac. 

In deficiency of iron, the tongue is pale and the filiform papillz are 
atrophied, producing a smooth glazed appearance. In deficiency of ribo- 
flavine, however, the filiform papilla lose their crests and become swollen; 
since there is also vascular stasis, the tongue tends to be purple in colour. 
Therefore in this deficiency the tongue, which is somewhat larger than 
normal, gives the appearance of a cobbled street, but the cobble-stones are 
highly coloured with purple. In deficiency of niacin the filiform papilla are 
atrophied, and there is vascular dilatation with a brisk circulation through 
the capillaries. The tongue is therefore smooth and bright red, and usually 
sore. Obviously there may be a secondary anzmia in deficiency of niacin or 
riboflavine, in which case the typical colour changes may not be seen. 

Other forms of anemia, such as macrocytic anemias responding to folic 
acid or to vitamin B,,, are also accompanied by glossitis. It is important to 
bear in mind, however, that the most common cause of a smooth tongue is 
an upper denture. When the mouth is closed, much of the cavity is filled 
by the tongue, which is nearly in contact with the roof of the mouth. 
Therefore a space-filling object like an upper prosthesis, particularly if ill- 
fitting, will rub the tongue and erode the papilla. We paid great attention to 
this in our nutritional surveys during and after the war, since the wearing 
of an upper denture greatly increased the incidence of denudatioa: for 
instance, in 251 pregnant women examined by me, 18 per cent. had denuda- 
tion and no denture, but 44 per cent. had denudation and a denture (Sinclair, 
1948). Another, though infrequent, source of error in diagnosis is the suck- 
ing of sweets or other dyed objects: an ‘epidemic’ among children of purple 
tongues resembling the colour found in deficiency of riboflavine was easily 
traced to a sweet-shop in a particular village. 

As with the lips, the appearance of the tongue is not pathognomonic of 
any nutritional condition. In deficiency of niacin, the changes in the tongue 
occur early and the skin changes are a response to trauma: the erythematous 
dermatitis of pellagra is brought out by ultra-violet light or by mechanical 
irritation to the skin caused, for instaace, by pressure. The psychoses, and 
particularly the severe diarrhoea of pellagra, are later manifestations of 
deficiency than is the glossitis. Whereas the glossitis of sprue and other 
steatorrheeas may respond to therapy with folic acid even before there is any 
manifest change in the erythrocyte count (Darby et al., 1946), folic acid 
does not usually cure the glossitis of pernicious anemia, which responds 
rapidly to parenteral administration of vitamin B,,. Any condition that im- 
pairs the metabolism of the epithelial cells of the tongue will tend to cause 
denudation of the filiform papilla. This therefore occurs in anoxemia and 
in cachexia: it is common in cardiac failure and pneumonia, and is a bad 
prognostic sign in severe tuberculosis. General dehydration is sometimes 
difficult to detect without an examination of the tongue, but is at once 
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apparent from a dry tongue unless there is a local xerostomia from in- 
sufficient saliva. 


THE BUCCAL MUCOSA 

The stomatitis that accompanies the anzmias has a varied causation similar 
to that of the glossitis; pharyngitis may also occur. The epithelium atrophies, 
producing at first a glazed red appearance (unless the anaemia causes pallor), 
and later ulceration; secondary infection is common. The stomatitis and 
pharyngitis which constitute the Plummer-Vinson syndrome in a proportion 
of cases of microcytic hypochromic anemia respond to iron; the dysphagia 
may disappear dramatically. Stomatitis is much commoner in the steator- 
rheeas and nutritional macrocytic anemia than it is in pernicious anemia. In 
those conditions it responds usually to folic acid rather than to vitamin B,,. 
Ulcerative stomatitis may accompany toxic agranulocytosis produced by 
amidopyrine and related sulphanilamide derivatives. ‘These may produce the 
leucopenia by antagonizing folic acid: Woods showed that sulphanilamide 
derivatives antagonized in microorganisms the vitamin action of the related 
chemical compound p-aminobenzoic acid, and this compound occurs in the 
molecule. of folic acid. But it is not the agranulocytosis that causes the 
stomatitis; both appear to be caused by the deficiency of folic acid, which 
may be assumed to be necessary for the formation of leucocytes and for the 
metabolism of the epithelial cells of the buccal mucosa and the tongue. 

Stomatitis can also occur as a result of deficiency of niacin or of ribo- 
flavine. In the latter it has been suggested that there is edema of the 
epithelium, giving a whitish soggy appearance which contrasts with the 
glazed appearance of deficiency of folic acid. In deficiency of niacin there 
may be vascular dilatation with atrophy of the overlying epithelium; this is 
followed by ulceration of the mucosa, with secondary infection of the greyish 
necrotic areas caused mainly by Vincent’s organisms. It has indeed been 
claimed that Vincent’s disease (trench mouth or ulcerative gingivo-stoma- 
titis) is caused by deficiency of niacin, but the evidence is not impressive. 

These forms of stomatitis must be distinguished from non-nutritional 
lesions of the buccal mucosa. In leukoplakia, which is most common in men 
past middle age, the firm circumscribed areas contrast strongly with the 
sloughing necrotic ulcers of niacin deficiency. Thrush may be diagnosed by 
culture. Lichen planus produces in the mouth typical whitish papules on the 
tongue, lips and mucosa; these round discrete lesions are interlaced with 
white threads. The virus of herpes simplex causes aphthous stomatitis; 
there have been claims that there is an underlying deficiency of vitamins of 
the B complex. 

The buccal mucosa may develop lesions as a result of hemorrhagic states, 
since it is so often subjected to trauma. Hypoprothrombinzmia, caused by 
deficiency of vitamin K, is such a condition. But hemorrhagic lesions are 
commoner in the gums, and these may now briefly be considered. 
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THE GUMS 

As already mentioned, hemorrhages of the gums may occur in hypopro- 
thrombinzmia; and ulcerative gingivo-stomatitis has been attributed with- 
out conviction to deficiency of niacin. The classical descriptions of scurvy 
in the 18th century leave no doubt about the importance of gingivitis in this 
disease: the gums ‘become itchy, swell, and are apt to bleed upon the 
gentlest friction. Their breath is then offensive; and upon looking into 
their mouth, the gums appear of an unusual livid redness, are soft and 
spungy, and become afterwards extremely putrid and fungous’ (Lind, 
1753). It is very important to realize that the swollen bleeding gums of 
scurvy occur only if two features are present: deficiency of ascorbic acid 
and trauma. 

In a noteworthy experiment, Crandon placed himself upon a diet deficient in 
ascorbic acid, and developed follicular hyperkeratosis, perifollicular petechia and 
diminished healing of wounds, but no gingivitis; his oral hygiene was very good 
(Crandon et al., 1940). 

Similarly, edentulous scorbutics do not get gingivitis. Gingivitis has far 
too frequently been attributed to deficiency of ascorbic acid, and often by 
those who should know better (e.g. Adamson et al., 1945); scurvy can occur 
without gingivitis, and gingivitis is not pathognomonic of deficiency of 
ascorbic acid. For instance, redness, swelling and bleeding of the gums can 
be produced in monkeys by estrogens (Ziskin, 1937); and in women, 
gingivitis tends to occur with menstruation, and particularly with pregnancy. 
This accounts for some claims of the increased incidence of deficiency in 


pregnancy. Therefore in considering the cause of gingivitis, haemorrhagic 
states, pregnancy, deficiency of ascorbic acid and trauma (including the 
presence, position and state of the teeth, tartar, mouth-breathing and heavy 
smoking) are some of the conditions that must be considered. Deficiency of 
ascorbic acid may also manifest itself as perifollicular haemorrhages (which 
are pathognomonic of such deficiency), ecchymoses and follicular hyper- 
keratosis; there are also changes in bone and teeth. 


THE TEETH 
The problem of dental caries is considered elsewhere in this number (p. 147). 
Only a very brief account of nutritional factors in the development and 
maintenance of the teeth will be given here. In deficiency of vitamin A the 
enamel organ, which is epithelial in origin, does not organize in the normal 
way the odontoblasts which are responsible for the production of dentine; 
this is therefore laid down irregularly. In deficiency of ascorbic acid, how- 
ever, dentine is not formed properly, for the primary reason that ascorbic 
acid is concerned with intercellular substances, of which dentine is one. In 
rickets, the activity of the odontoblasts is normal, but the dentine formed by 
them is not calcified. Deficiency of fluorine in rats produces caries that is so 
severe that the animals may die of starvation; conversely, the low incidence 
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of caries in the teeth of persons who consume water of high fluorine content 
has stimulated public health authorities to add the element to supplies of 
drinking water, and some manufacturers of tooth paste have acted similarly. 


CONCLUSION 

One of the greatest adornments of the medical profession, Frangois Rabelais, 
said that the boy Gargantua, between the ages of three and five, always 
looked a gift-horse in the mouth. A patient should be similarly treated. 
Careful inspection of the lips, tongue, buccal mucosa and gums may give 
early indications of nutritional deficiencies; at a glance the simplest and 
most highly differentiated tissues may be seen, and since these relatively 
unprotected tissues are constantly insulted by various forms of trauma, they 
tend to show structural evidence of deficiency before changes occur in other 
regions. Deficiencies of certain vitamins of the B complex (riboflavine, 
niacin, pyridoxine, folic acid and vitamin B,,) and of iron, are particularly 
important; this is not surprising since all these nutrients take part in im- 
portant cellular enzyme reactions concerned with the oxidation of sub- 
strates or the metabolism of protein. But two important considerations 
arise therefrom. First, deficiencies of two vitamins may produce a break in 
the metabolic chain at nearby links, so that the signs of deficiency in the two 
cases are very similar; other signs of deficiency must therefore always be 
carefully sought and the origin of the deficiency investigated. Secondly, 
diets that are deficient in one member of the vitamin B complex are likely to 
be deficient in others, and therefore it is important to correct the fault that 
produced the deficiency rather than to treat the patient with a single pure 
vitamin. 

For convenience, the main nutrients mentioned in this article are sum- 
marized in table 1. 
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Tue increasing efficiency over many years of all aspects of the management 
of syphilis has resulted in a steady decline in the incidence of the disease 
in all its stages. There was, of course, a large number of fresh infections 
during and immediately after the 1939-45 war, but that phase is past, and 
the danger now is that the rarity of the disease may aggravate the risk of its 
being overlooked, especially since it often mimics other conditions. The 
possibility of syphilis must especially be borne in mind when there are 
lesions in the mouth, for in no other region of the body do so many of the 
different manifestations of syphilis appear. In every stage of the disease, 
including the prenatally acquired form, there are oral manifestations. These 
may affect the soft tissues, the bones or the teeth, or show themselves as 
functional disorders. 
THE SOFT TISSUES 

Primary syphilis —The lip is the most common site for an extra-genital 
primary chancre (fig. 1). The lesion is usually a painless, indolent and 
indurated erosion, but is not always typical in every way of the ‘Hunterian’ 
chancre as it appears on the external genitals. When it occurs on the red of 
the lip it tends to be exuberant, and there may be considerable crusting on 
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Fic. 1.—Primary chancre on lip. Fic. 2.—Primary chancre on inner aspect 
of lip. 


the surface of the lesion. The button-shaped induration may lead to eversion 
of the lip and give an almost diagnostic appearance. When a primary chancre 
occurs elsewhere in the mouth it may not be so characteristic, and in- 
duration felt on palpation may be the only suspicious sign of an erosion on 
the tongue or swelling of a tonsil (fig. 2, 3). Healing of an oral chancre 
usually leaves only a faint scar. 

Considerable indurated enlargement of the regional lymphatic glands, 
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which may be bilateral, usually accompanies the primary chancre (fig. 4), 
and if secondary infection has occurred they may be tender and may even 
suppurate. 

Secondary syphilis.—In secondary syphilis, the mucous membrane of the 
mouth often shows lesions but, since these may be transient, are usually 


Fic. 3.—Primary chancre on tongue Fic. 4.—Adenitis associated with oral 

chancre (same case as figure 2). 
symptomless, and sometimes occur independently of the other signs of 
secondary syphilis, they may not be noticed. Congestion of the faucial and 
tonsillar regions may accompany the early stage of secondary syphilis, but 
usually the first visible signs are small red macules or papules on the mucous 
membrane. Even these are rarely 
noticed until they develop into the 
typical superficial erosions called 
mucous patches (fig. 5). These erosions 
may be scattered over the whole of the 
mucous membrane of the mouth, but 
are most easily seen on the inner aspect 
of the lips. They appear as small cir- 
cular or oval greyish-white translucent 
areas, and sometimes have a narrow 
red edge. They may run together and 
give the appearance of ‘snail-tracks’. 
They are painless, are not indurated, and heal without scarring. When 
the lesions of secondary syphilis occur at muco-cutaneous junctions they 
tend to be papular and indurated, and may hypertrophy to form wart-like 
masses (condylomata lata). Such lesions are sometimes seen at the angles of 
the mouth. 

Lesions similar to those of acquired secondary syphilis are seen in infantile 
congenital syphilis, when there may also be peri-oral papular and fissured 
lesions which often become macerated and infected. Such lesions on healing 
may leave scars around the mouth, typically radiating from the angles, to 
which the name ‘rhagades’ is given. These remain for life as a stigma of 


congenital syphilis. 


Fic. 5.—Mucous patch. 
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The lymphatic glands in the region of the mouth may share in the general- 
ized painless lymphadenopathy of secondary syphilis, but are rarely 
prominently enlarged. 

Tertiary syphilis.—The soft tissues of the mouth and oral pharynx are a 
common site for the gummatous lesions of both congenital and acquired 
syphilis, and in this region unusually gross ulceration and destruction of the 
tissues may occur. 

Gummatous infiltration may first affect the superficial tissues, eventually 
breaking down to form the characteristic features of this type of ulceration. 
The lesions are painless and indolent, may coalesce to form a serpiginous 
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Fic. 6.—Superficial and parenchymatous Fic. 7.—Leukoplakia. 
glossitis. 





outline, and healing may occur in one area while ulceration is advancing 
elsewhere. On the other hand, there may be a solitary gumma, a deep 
punched-out ulcer with a base like wet washleather. Gummatous lesions in 
the mouth are sometimes very destructive, and healing may be associated 
with considerable distortion of tissues. Gummatous infiltration of the 
cheeks and lips without ulceration occurs occasionally, and can be felt as 
painless indurated swellings in these sites. 

The tongue is often involved in tertiary syphilis. A solitary gumma is seen 
occasionally, but a generalized glossitis is more common. This occurs in 
two distinct clinical forms, superficial and parenchymatous (interstitial), but 
both may occur together (fig. 6). In the early stages of superficial syphilitic 
glossitis the appearances are similar to sclerosing glossitis due to other 
causes, with the development of smooth, shiny, dark-red areas, especially 
along the edges of the tongue, associated with loss of papilla. Later the 
changes may become more marked, with wrinkling and fissuring of the 
surface, and at this stage pain is usually present, and is sometimes severe. 
In parenchymatous glossitis there is diffuse gummatous infiltration of the 
body of the tongue, which may lead to its enlargement or to shrinking and 
distortion. 

Leukoplakia is commonly seen in tertiary syphilis, more often in men than 
in women, and especially in later life (fig. 7). It often accompanies glossitis, 
but the milky-white patches may also occur elsewhere on the buccal mucous 
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membrane, especially at the angles of the mouth and along the occlusal line 
of the teeth. Local irritation (as from pipe smoking and carious teeth) is a 
precipitating and aggravating factor, and whilst there is some doubt whether 
or not leukoplakia is truly a syphilitic lesion, its presence should always 
raise suspicion of syphilis. 
THE BONES 

Imperfect development of the maxilla and nasal bones in congenital 
syphilis may give rise to a narrow, highly arched type of palate and an 
‘open’ bite. These features may be exaggerated by prominent frontal bones, 
and if they are accompanied by a de- 
pressed bridge of the nose the typical 

facies of congenital syphilis results. 
Gummatous involvement of the 
hard palate occurs in both congenital 
syphilis (as a late manifestation, usually 
around puberty or later), and in 
acquired syphilis. It is of a destructive 
nature and may lead to perforation. 
This nearly always occurs in the mid- 
, line, and since the power of re- 
Fic. —_— of hard and soft generation in flat bones is small, such 
perforations rarely close even after 
treatment (fig. 8). Gummatous osteitis sometimes involves the mandible, 
especially in congenital syphilis, and pathological fracture may result. It 


Fic. 9.—Characteristic dentition of con- Fic. 10.—Hutchinsonian incisor (adjacent 
genital syphilis (open bite and small to normal tooth). 
atypically shaped incisors). 


appears to be precipitated sometimes by dental extractions and may simu- 
late a chronic pyogenic osteomyelitis. 


THE TEETH 
There are several characteristic dental abnormalities of congenital syphilis. 
The first dentition shows no abnormalities distinguishable from those which 
may occur in various nutritional or metabolic disorders. But in the second 
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dentition the teeth which are developing at the time of the maximal assault 
of the infection (later uterine and early infantile life) show typical changes. 
These teeth are the incisors (particularly the upper centrals) and the first 
molars. 

Due to interference with the normal structural growth of the incisor tooth, 
certain characteristic abnormalities of the calcified tooth result, producing 
the typical Hutchinsonian incisor (fig. 9, 10). The tooth is often smaller than 
normal, the sides tend to bulge, and there is antero-posterior thickening, 
giving a ‘barrel-shaped’ appearance; the cutting edge, which is narrow, has 
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Fic. 11.—Characteristic dentition of con- Fic. 12.—Unerupted Hutchinsonian 
genital ectodermal dysplasia. Patient incisors (patient aged five years). 
aged sixteen years: disordered erup- 
tion shown by deficient permanent 
dentition and residual deciduous 
teeth. 


a crescentic or V-shaped notch. Usually both upper central incisors are 
similarly affected, but occasionally one only may be abnormal (fig. 10). 

There are many variations of the Hutchinsonian tooth, and in not all of 
them are all these abnormal features seen. The upper lateral and both lower 
incisors sometimes show similar changes, though rarely so markedly, but 
they are sometimes small and peg-shaped (fig. 9). Care must be taken not to 
diagnose congenital syphilis on the strength of atypical teeth alone, unless 
their appearance is unequivocal, since similar dental anomalies sometimes 
occur in cases of congenital ectodermal dysplasia (fig. 11). The disordered 
eruption typical of this condition is not a feature of congenital syphilis. 
Hutchinsonian teeth can be demonstrated by X-ray before they erupt, and 
this procedure is occasionally of value in diagnosis (fig. 12). 

The changes in the first permanent molars are variable and sometimes 
difficult to detect, but when maximally present the tooth is dome-shaped, 
with deficient enamel and rudimentary cusps, the coronal surface of the 
tooth having an irregular honeycomb appearance. 


FUNCTIONAL DISORDERS 
Neuromuscular dysfunction of syphilitic origin may show itself as the oral 
asymmetry of facial palsy (an occasional event in cerebrovascular- or neuro- 








ORAL MANIFESTATIONS OF SYPHILIS 145 


syphilis), or as the coarse tremor of the lips and tongue in general paralysis 
of the insane. 

Disturbances of speech attributable to syphilis may be due to cerebral 
lesions as, for example, in general paralysis of the insane, in which the 
speech tends to be slow, tremulous and slurring; or to local causes, such as 
a perforation of the palate, when the voice has a nasal character. 

Difficulty in mastication may result from pain associated with glossitis or 
from destructive lesions, especially perforation of the palate, which may lead 
to regurgitation of food into the nose. 

Dysphagia of syphilitic etiology is more likely to be due to a lesion of the 
cesophagus or to disturbance of the swallowing reflexes, but may be caused 
by destructive lesions of the tongue and palate. 

Loss of taste sensation occurs occasionally in neurosyphilis. 


DIAGNOSIS AND TREATMENT 

A prompt diagnosis of oral syphilitic lesions is important from the patient’s 
point of view at all stages of the disease, and from the public health point of 
view especially in the early infectious stage. The ultimate prognosis de- 
pends to a large extent upon how early in the course of the disease treatment 
is started, and in the early stage the sooner the patient is made non-infectious 
the less the risk of transmission. The tertiary lesions are not contagious, and 
it should be remembered that scars of syphilis may remain for life even after 
a patient has received adequate treatment. 

Two important principles should be borne in mind. First, a diagnosis of 
syphilis should rarely be made on clinical grounds alone, however ‘typical’ 
the history and appearances may be. Secondly, treatment must be directed 
at the syphilis as a whole, not just at the local lesion: the topical application 
of penicillin may heal a primary chancre and a few injections heal a gumma, 
but each may eventually leave the patient in a worse plight than before. The 
management of syphilis, with all its implications, still remains a specialized 
subject. 

Early syphilis.—-Lesions of primary and secondary syphilis require to be 
differentiated from the many inflammatory and ulcerative conditions which 
occur in and around the mouth, and particularly herpetic and aphthous 
types of lesions. Sometimes the clinical appearances are sufficiently typical 
to arouse suspicion of syphilis, but when they are atypical they may be 
missed unless the possibility of syphilis be borne in mind. In a suspected 
primary chancre, serum must be examined by dark-ground illumination for 
the presence of Treponema pallidum (which requires careful differentiation 
from the other spirochztes that occur in the mouth), and it should be re- 
membered that serological tests for syphilis may be negative at this stage. 
In secondary and early congenital syphilis there will probably be additional 
clinical evidence of the disease elsewhere, but Treponema pallidum can be 
recovered from the oral lesions, and the serological tests for syphilis will be 


positive. 
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Late syphilis —The lesions in the mouth of tertiary acquired and late 
congenital syphilis may simulate many other conditions, and are most often 
mistaken for malignant ulcers. All patients with any type of indolent and 
relatively painless swelling or ulceration about the mouth, or with glossitis 
or leukoplakia, should have a specimen of blood taken for Wassermann or 
Kahn reaction, and a search should be made for other evidence of syphilis, 
preferably before penicillin is given. Again, however ‘typical’ the lesion, 
serological confirmation should be obtained before making a diagnosis of 
syphilis. Serological tests are occasionally negative, even in the presence of 
active gummatous ulceration, and in these circumstances careful clinical 
judgment is required. 

Among the special problems of the treatment of oral tertiary syphilitic 
lesions several are important. When the region of the palate is involved, 
diagnosis is urgent, since treatment should be given if possible before per- 
foration of the bone occurs. Prosthetic appliances, however, are usually 
successful in covering the perforation, and extensions fitted to a dental plate 
may also be of value in making up for tissue loss when the soft palate has 
been involved. 

Superficial syphilitic glossitis and leukoplakia are potentially malignant. 
Sources ot local irritation in the mouth, such as carious teeth, should be re- 
moved, but local applications of an astringent or irritative nature should be 
avoided. Periodic careful examination of the areas affected should be carried 
out in order to detect the earliest signs of malignancy, and biopsy be done 
if necessary. This supervision is required even after the completion of 
antisy philitic treatment. 


ORAL LESIONS DUE TO TREATMENT OF SYPHILIS 
In this country, arsenic and bismuth are still used sometimes in addition to 
penicillin in the treatment of syphilis at nearly all its stages. When these 
metals are being used it is important that strict attention should be paid to 
oral hygiene. Arsenic, in the dosage used, rarely has any toxic effects in the 
mouth, but it is still believed that other toxic effects, such as exfoliative 
dermatitis, are more likely to occur when septic foci are present. The 
appearance of a blue-black line along the gingival margin is not uncommon 
in patients being treated with bismuth. This is usually limited to areas 
where there is periodontal disease, and if the injections are continued, 
severe ulceration and stomatitis may develop. When these metals are being 
used it is therefore important to correct any dental disease present and to 
observe the gums periodically for evidence of early trouble. 
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“There is not anything in preventive medicine that equals in importance mouth 
hygiene and preservation of the teeth’.—Osler. 


DENTAL caries vies with the common cold in frequency of incidence, and so 
far both conditions elude full understanding. 

The enamel cap of the human tooth consists of about 97 per cent. of 
inorganic matter, a modified calcium phosphate, associated with a fine 
filamentous organic scaffolding and, in certain circumstances, is one of the 
least destructible of all the structures of man. Human bones will crumble 
away in certain soils, and only the dentition is deathless and indestructible. 
Yet dental decay is widespread in all civilized communities, and few can say 
they have not been the victims of the carious process, with its solution of the 
enamel and destruction of the underlying dentine. Humphreys (1951) says 
that the incidence of dental caries has varied a good deal from age to age. 
In Neolithic times in this country he reports that the percentage of in- 
dividuals affected was 0.3 per cent.; in Roman times 25 per cent., and in 
Saxon times 15 per cent. At the beginning of the 18th century it was 50 
per cent. 

Dr. A. J. Clement, Senior Research Officer of the Nutrition Unit of the 
South Africa Council of Scientific and Industrial Research, in 1951 studied 
the teeth of the Bushmen, Hottentots and Bakgoladi in the heart of the 
Kalahari desert. He found a people almost independent of foodstuffs 
normally purchased from shops, living almost exclusively off the land, 
wherein go per cent. of all the people examined were entirely free from caries. 
The 10 per cent. who exhibited the condition were nearly all of advanced 
years. On the other hand, so-called ‘pyorrhcea’ was common among all the 
‘middle-age’ group examined. 

In Tristan da Cunha, examination revealed that of 163 inhabitants, 130 
possessed perfect mouths. Of a group of 78 persons between one year and 
twenty-one years, only 1 permanent tooth was lost and one deciduous tooth 
was carious. The teeth, which were strong, well formed and yellow, were never 
cleaned. The diet contained plenty of fish, milk, eggs and vegetables, bread 
only occasionally, and sugar very rarely. 

In Eskimos, in isolated communities, the caries rate is under 4 per cent. 
The figure rises rapidly for these highly immune communities when they 
change over to white man’s diet, and a 40 to 50 per cent. incidence soon 
develops. 

In wild monkeys the figure is 2 per cent., and for captive ones 10 per cent. 
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CARIES AND GENERAL DEVELOPMENT 
Toothache is a too well-known clinical entity to need any stressing, as are 
the distress and fear occasioned by the subsequent need to extract the 
hopelessly carious tooth. All too often there is failure to realize the loss of 
masticatory function arising from the presence of carious teeth or from 
the premature loss of the deciduous teeth. This defect of function has its 
repercussions on local and general development. Poor arch development, 
particularly in the upper jaw, means a constricted nasal cavity and, with it, 
mouth-breathing. Mouth-breathing is an ill which in turn begets infected 
tonsils and a chronic marginal gingivitis. Later, the under-development of 
the jaws often leads to complications of eruption, particularly of the wisdom 
teeth. 

Enough has been said to show the value of sound teeth as the prerequisite 
for sound chewing, from whence comes sound development. Wise parents 
will encourage these desirable considerations by seeing that their children 
have the sort of diet that demands effort (chewing) on the part of their off- 
spring. Haber designed an instrument—a gnatho-dynamometer—to draw 
attention to the necessity for thorough mastication of food by children. The 
instrument registered the biting power of each child, and graphically 
demonstrated how low was this power in many children. 

The premature loss of the deciduous teeth, the keystones of the dental 
arch, leads to the forward drift of the permanent teeth, with resultant over- 
crowding and displacement from the arch of the anterior teeth. Later, such 
cosmetically displeasing positions of the permanent teeth cause parental 
anxiety, and the services of an orthodontist may be called in to bring about 
a movement of the teeth to a more pleasing arrangement. Many of the 
orthodontic problems of the adolescent girl and boy could have been avoided 
or minimized by appropriate care of the deciduous dentition. 


STATEMENT OF THE PROBLEM 
What is the position in this country? Many surveys have been made, both of 
recruits to the armed Forces and of factory workers. Of a group of 20,000 
recruits (nineteen years old) enlisting in 1938, 97.7 per cent. needed treat- 
ment; the figure for a similar group in 1942 was 96 per cent.; 10 per cent. 
either had, or needed, essential dentures. 

The Chief Medical Officer to the Ministry of Health in his Report ‘On 
the State of the Public Health during Six years of War’, says: “The dental 
condition of the workers was found to be most unsatisfactory, approximately 
1 per cent. being dentally fit in respect of their natural dentition’. The 
dental condition and treatment requirements of 3,105 juvenile insured 
persons revealed an equally depressing picture. Here we find 23 per cent. 
of males and 17 per cent. of females at seventeen years of age in need of 
full dentures, rising to 39 and 1g per cent. respectively for males and 
females at nineteen years of age. For adult factory workers the situation was 
one of neglect and much needed treatment. For men of all ages there was an 
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average need for 10 teeth per man to be extracted, 3.2 teeth filled, and 86 
per cent. required dentures. The single women needed an average of 6.7 
teeth extracted and 4.1 filled, and 40 per cent. required dentures. The 
figures for the married women were 8.4 teeth to be extracted, 3.6 filled, and 
67 per cent. requiring dentures. 

Turning to the children, much the same situation is revealed. The Annual 
Report of the Chief Medical Officer of the Board of Education for the year 
1938, showed that 65.5 per cent. of those inspected and requiring treatment 
got it, but it is important to ask what was the form of treatment. It was: 

Deciduous teeth filled: 105,317; deciduous teeth extracted: 2,365,953. 

Permanent teeth filled: 1,187,821; permanent teeth extracted: 545,631. 

One cannot over-emphasize the inadequacy of such kind of treatment. 
The position in this country can be summarized by saying that for every 
1 tooth extracted, 4 tooth was filled. In the New Zealand school dental 
service for every tooth extracted, 16 are filled. 

In 1948, there were 750 school dentists, averaging 1 for every 8000 
children, and a refusal rate of 40 to 50 per cent. 

All is not gloom, however, since Lady Mellanby reports that whereas in 
1929 less than 5 per cent. of children were caries-free, in 1947 the figure was 
over 38 per cent. The possible reasons for this improvement will be dis- 
cussed later. 


VIEWS AS TO CAUSATION 


Local_—Up to 100 years ago popular belief had it that the carious process 
emanated from within the tooth rather than from without, as an inflam- 
matory process of systemic origin. In 1839, Robertson published the results 
of his observations, which demonstrated that caries begins on certain well- 
defined ‘susceptible’ surfaces of the teeth and then progresses towards the 
pulp. Later investigations have reinforced this early view that factors 
localized on the tooth surface are of primary importance in the caries 


process. 

The laboratory observations of W. D. Miller in 1891, that calcified tooth 
substance incubated in saliva and food mixtures is attacked only when 
carbohydrate foods are used and acid fermentation takes place, has led to 
the widespread acidogenic view of dental caries. Much study has been 
made of the food plaques commonly associated with the caries-susceptible 
surfaces of the tooth enamel, and Bunting (1925) and others have noted the 
relatively greater numbers of lactobacilli that can be grown from the 
plaques of caries-active individuals than from plaques of caries-inactive 
individuals. Stephan (1940) has shown that microbic plaques produce a 
rapid drop in pH (rise in acidity) when glucose is injected into the mouths 
of caries-free individuals, as well as in caries-active individuals, but the 
drop in pH is down to 4 in the caries-active cases, whereas it does not drop 
below 5 in the mouths of caries-free individuals. 

The work of the University of Michigan group of investigators has 
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gained widespread support in the United States and has led to the use of the 
oral Lactobacillus acidophilus index (count) for the determination of caries 
activity or inactivity. Whereas the majority of workers consider the carious 
process to be primarily an acid (probably lactic) solution of the enamel cap, 
there is a small group who consider the primary lesion to be a proteolytic 
one. Whilst the enamel cap is essentially inorganic, there are many fine 
organic pathways, called lamella, down which the organisms reach the 
dentine. From there the carious process not uncommonly spreads laterally 
underneath the enamel cap, often only manifesting itself to the victim when 
the cap collapses under biting strain. It is not improbable that the carious 
process is not a single acidogenic or proteolytic one. There is good reason to 
suppose that it may well be an alternate process, the primary acidogenic 
process slowing down with solution of the inorganic part of the enamel and 
consequent rise in pH, and the proteolytic process supervening with 
digestion of the exposed organic component and consequent lowering of the 
pH (Atkinson and Matthews, 1949). 

Systemic.—The research workers in the field of inquiry on the causation 
of dental caries tend to split into two, not easily reconcilable, groups, the 
constitutionalists and the environmentalists, as they have been called. Most 
dental investigators tend to give pride of place to local factors, whereas the 
medical investigators, of whom Lady Mellanby is a prominent member, 
tavour the fundamental importance of systemic factors. A brief review of 
some of the contributions of the leading protagonists in the field may help 


to illustrate the problem. 

Genevieve Stearns (1948), Research Pediatrician of Iowa State University, asserts 
that ‘we have never failed to achieve arrest of caries’. Postulating that we should 
expect the greatest incidence of caries during, or shortly after, periods of nutritional 
stress, as for example, during periods of rapid growth preceding puberty, she 
stresses the importance, not of diet, per se, but of the state of nutrition. She illus- 
trates her viewpoint by reference to nutritional studies carried out in orphanages 
under her control, and claims complete arrest of caries with diets high in sugar and 
with diets low in sugar, but always nutritionally adequate and well absorbed. 


Jay (1940), on the other hand, states that the Michigan studies have not 
given support to correlation between the state of nutrition and caries in- 
cidence, and claims that they found an extremely low incidence of dental 
caries in a group of children on a low sugar diet which was not optimum in 
a nutritional sense. In answer, Dr. Stearns warns that a change in the state 
of nutrition takes many months to assert itself, and urges the need for care 
in the assessment of nutritional studies. 

Lady Mellanby’s work is well known in this country, and her extensive 
reviews of the state of the dentition of L.C.C. children in collaboration with 
her co-workers (1951) have been widely reported. Her main thesis is 
essentially that of a balanced state of nutrition reflecting itself in a per- 
fection of calcification of the tooth enamel, which thereby enhances its 
resistance to attack. She feels that the proof of her views is forthcoming in 
the results of the field studies already referred to. The war-time improve- 
ment in the nutrition of children which she associates with the provision of 
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cod-liver oil, orange juice and other supplements is, she asserts, reflected in 
a diminished incidence of hypoplasia of the enamel. The hypoplasia to 
which she drew attention, for which the term ‘M hypoplasia’ has been 
coined, leads to an irregularity of surface of the enamel which contrasts with 
the glistening smoothness of the perfectly calcified form. This may well 
promote the physical adhesion of the food plaque and be the first stage in 
the carious process. Apparent confirmation of this viewpoint was forth- 
coming from the generally observed diminution of the caries rate during 
war time. 

Those who do not share Lady Mellanby’s views observe that other factors 
of greater importance were simultaneously operative, namely, enforced 
dietary changes due to rationing, notably sweets and biscuits. The improve- 
ment in the state of the children’s dentition was not confined to this country; 
the Scandinavian countries reported similar trends. More recently it has been 
noted that the caries rate is again on the increase in those countries. 

The observations of Follis, Jackson, Eliot and Parks (1933) are worthy of 
comment. They examined stained sections of ribs of 230 deceased children 
two to fourteen years old, and found therein evidence of rickets in 46.5 
per cent. of all cases. The effect of systemic disease on the caries process 
has had the attention of many workers, and many diseases have been im- 
plicated in their turn, but the evidence is highly questionable. The caries 
experience of non-diabetic and diabetic children has been studied but no 
significant difference observed. 

Pregnancy is traditionally regarded as a cause of dental caries, but many 
studies have shown this to be a myth. Pregnant women certainly develop 
dental caries, but so do others. 


Studies on the effect of nutritional deficiency diseases have been recorded by 
Day (1944), who found only 1.5 carious teeth per mouth in 22 East Indian women 
suffering from osteomalacia. Examination of their children showed only 2 cavities 
in 144 teeth. A further study of 200 boys of deficient mothers living on deficient 
diet showed 49 per cent. to be caries-free. Day asserts that he found no correlation 
between the incidence or extent of the bony stigmata of rickets and enamel hypo- 


plasia. 


PROPHYLACTIC MEASURES 


Mechanical Cleansing of the Teeth 

In 1927, J. Leon Williams made the statement that ‘A clean tooth does 
not decay’, a claim which would seem fallacious if one were to judge by the 
millions of toothbrushes and tons of toothpaste that have been used since 
that time, with, as the statistics show, little sign of diminution in the caries 
rate. One of the most painstaking studies in this connexion was that carried 
out by Brekhus (1941) of the University of Minnesota, over a ten-year 
period (1929-39) on 7,500 students. The position is summarized by noting 
that whereas in 1929 the number of carious teeth per student was 9.9, in 
1939 the number was 11.1. Other studies go to show that tooth brushing as 
commonly practised is not a good caries-control procedure. In the 67 seconds 
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that the average person spends in brushing his teeth there is no evidence 
that they are effectively cleaned. 

In the strictly scientific sense, clean teeth do not decay, but that degree 
of perfection is rarely attained. Other mechanical factors such as mouth 
rinsing, the use of dental floss or tooth picks, or the use of detergent foods, 
together with a periodic prophylaxis from the dentist or oral hygienist, 
have all received attention. Such measures succeed only in so far as they are 
sustained and carried out with a precision that is not ordinarily appreciated. 
They must be done immediately after eating, since acid production has been 
shown to occur within a very short time after food has reached the bacterial 
plaques. Wisely used, the toothbrush is a much more valuable massaging 
instrument to the supporting soft tissues than it is as a caries preventer in 
the hard tissues. There is a widespread scepticism as to the possibility of a 
dentifrice or mouth wash influencing significantly the caries rate. Not only 
is dilution by saliva marked, but the relative impermeability of plaque 
material has been noted. 


Chemical Methods 

Vitamin K.—On the American scene chewing gum has been widely 
regarded as of prime importance as an etiological factor in dental caries, but 
there is little factual evidence to support this belief. When in 1942 it was 
shown that vitamin K was an excellent enzyme inhibitor for some of the 
enzymes involved in the anaerobic degradation of carbohydrates to lactic 
acid, it was decided to incorporate it in chewing gum with the object of 
using the gum after every meal. The evidence at present forthcoming does 
not justify its recommendation to the public as a control measure. 

Urea.—The observations by Bunting et al. (1929) on small groups of 
caries-immune individuals, that lactobacilli counts in their saliva were nil 
or very low, led them to the further observation that when such individuals 
rinsed their mouths with Lactobacillus acidophilus milk a rapid disappearance 
of lactobacilli occurs. Other independent workers confirmed this, as did 
Kesel et al. (1947), who concluded that this inhibitory power was associated 
with a high level of ammonia-N in such salivas. 

Using 3 per cent. urea and 5 per cent. di-basic ammonium phosphate, and ex- 
perimental groups of patients, they claim to have a mouth rinse that is inhibitory to 
lactobacilli growth and capable of diminishing caries incidence. Their work has led 
to widespread publicity, and many commercial preparations have followed. 

The work has undergone a critical appraisal in this country by Jenkins and 
Wright (1951). They cannot support the claims made for the specific action 
of ammonium phosphate. Such inhibitory action as does operate by the 
presence of this salt is in their view the already well-established toxic action 
of salts in general, e.g. sodium chloride, sodium phosphate or bicarbonate. 
Urea alone above 2 per cent. was found to inhibit the growth of pure 
cultures of Lactobacillus acidophilus. Since Stephan has already shown that 
urea is effective in preventing a severe drop in pH if applied before the 
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glucose rinse, it would seem logical that dentifrices containing urea should 
be used before a meal rather than after. 


Fluorides 

Sir James Crichton-Browne in 1892 suggested the re-introduction into the 
diet, via the pellicle of the wheat grain, of fluorine to fortify the teeth. The 
prescription of tablets containing calcium fluoride for pregnant women was 
not uncommon. Doubtless the known resistance of fluor-apatite to decom- 
position was responsible for this idea of increasing the resistance of the 
enamel, which was already known to consist largely of hydroxy-apatite. It 
was left to Beevers (1946) of Edinburgh, in terms of modern X-ray analysis 
of the structure of hydroxy- and fluor-apatite, to lend scientific support to 
this view. 

The study of the condition known as ‘mottled enamel’ by various workers 
led to the realization that in areas where this condition was endemic there 
was no greater susceptibility to dental caries than in the non-endemic 
areas, although the mottled enamel was defective in structure. The deter- 
mination of the association of mottled enamel with high fluorine content in 
the water supply in 1931, led to a study of the desirable limits of fluorine 
content in drinking water. 

Dean (1938), in America, has shown the quantitative relation between 
concentration and effect on the enamel, and today we know how much 
mottled enamel or dental fluorosis to expect in a community relative to the 
concentration of fluorine in the domestic water supply. The safe limits, 
below which fluorosis of the enamel does not take place, is about 1.5 part 
per million of fluorine. Dean developed the opinion that dental caries was 
lessened in areas where the mildest degree of fluorosis was evident. It was 
therefore decided to conduct specific studies on this dental caries-fluorine 
relationship. 

During the first fluorine-dental caries study in Illinois carried out by Dean and 
his co-workers a marked difference in caries incidence was observed in the twelve 
to fourteen year old children at Galesburg, where the water supply contains 1.8 
p.p.m. of fluorine, compared with findings for children at nearby Quincy, where the 
water supply is fluorine-free. In fact there was three times the caries rate in Quincy 
children relative to Galesburg children. Lactobacillus counts showed markedly 
higher values in the fluorine-free community. 

Much subsequent evidence has been adduced from many parts of 
America and this country. There is evidence that even in areas where the 
water supply has about 1 p.p.m. of fluorine, and where only very mild 
mottling takes place in 10 to 15 per cent. of individuals, there is as much 
inhibition of dental caries as is observed in the high fluoride areas. 

The further step of adding sodium fluoride to the water supply (1 p.p.m.) 
is being taken and results are being observed. 

The alternative use of fluorides in the food has been considered, and 
products such as bone meal or other fluoride preparations are obtainable in 
tablet form. Half a milligramme a day of fluorine up to three years, and 1 














154 THE PRACTITIONER 


milligramme a day up to eight years, are regarded as the optimum intake, 
subject to the fluorine being in a form readily absorbable by the system. 

Although in the United States areas are known where 8 to 15 p.p.m. of 
fluorine are present in the water supply, there is no evidence of toxic effects 
other than in the teeth, and no evidence, as yet, of skeletal damage arising 
from fluoride storage in the skeletal bones. 

The topical application of fluorine has received wide attention. Some in- 
vestigators have given three applications a year, and others weekly. The most 
common form has been 2 per cent. sodium fluoride. Some experimente-s 
consider they obtain optimal results by giving four treatments within a 
two- to three-week period. It is interesting to note that when applied 
topically, fluorine does not seem to reduce the oral lactobacillus count, 
despite the fact that lactobacillus counts are unusually low in individuals 
whose teeth were calcified in fluoride areas. 

In Wisconsin the number of five-year old caries-free children increased 
from 26.9 per cent. in 1948, when fluoridation began, to 43.1 per cent. in 
1951. 

Weaver (1948) in this country has carried out extensive surveys in fluoride 
and non-fluoride water supply areas and, whilst noting the lessened caries 
rate in the fluorine area, considers that the protective effect is a passing one, 
resulting essentially in a two-year deferment in the onset of the normal 
caries rate. In some quarters in America the concerted drive to force 
fluoridation of water supplies is causing concern. After four years, whilst 
fluoridation is clearly beneficial in reducing caries incidence, other factors, 
such as possible systemic effects, have not yet been evaluated. 


Reduction of Carbohydrate Intake 

Becks et al. (1944) assert that the L. acidophilus index in the saliva can be 
reduced within a few weeks by reducing the excessive carbohydrate intake 
and replacing it by alternative foodstuffs. In a group of 665 cooperative 
patients with rampant dental caries the reduction or elimination of oral 
lactobacilli was accompanied by a decrease in caries incidence in 88.4 per 
cent. of cases. In Becks’ view the L. acidophilus is the determinant of 
individual sugar tolerance. 


Of 1,250 individuals between four and six years of age with rampant caries, 
87.7 per cent. had high L. acidophilus indices between 1000 and 10° colonies per ml. 
of saliva. Low indices up to 999 per ml. were found in only 12.3 per cent. of cases. 
Of a group of 265 caries-free individuals, 82.3 per cent. had low indices, and 17.7 
per cent. high indices. More than half of those with high indices developed caries 
shortly afterwards. 

Those who are free from dental caries, even though they consume large 
amounts of sugar, are few. Such cases would seem to merit full investiga- 
tion, particularly in the light of the immunological implications when the 
conditions in the mouth are shown to be unfavourable to the growth re- 
quirements of lactobacilli. Williams (1944), of the University of Pennsylvania, 
has studied the serological characteristics of lactobacilli, and has found that 
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lactobacillus agglutinins may be produced in the blood of human beings. 

In Becks’ view, a programme of dental caries control or prevention is 
entirely practicable and effective in private practice, institutionally, or in the 
public health service. This is probably so if the patient is prepared to 
cooperate, but few patients ‘live for their teeth’ or are prepared to make the 
sacrifice, if it be a sacrifice, in terms of changing their dietary habits. In his 
Presidential address (1951) to the British Dental Association, Dowsett 
said: ‘Sweet eating, especially by children, should and could be controlled. 
If all sweet shops were prohibited by law, dental caries in children would 
largely disappear’. The American Public Health Association urges: ‘Not 
only should the sale of candy, carbonated beverages and other confections to 
schools be discontinued, but education of our public health endeavour 
should be increased and expanded’. 


DISCUSSION 

Of the {40,000,000 per year which the dental service is at present costing, 
it is estimated that about 50 per cent. is spent on fillings and the remainder 
on extractions and dentures. It is obvious that the half spent on dentures 
is an expression of ultimate failure to conserve the teeth. What of the other 
half? Can it be said that fillings are a solution of the problem of dental 
decay? Obviously not, since the filling is only an attempt at arrest of the 
caries process. At best, it is only protective. What of the preventive aspect of 
dentistry? Here the problem centres in the children and the late adolescent, 
those priority classes about whom so much has been talked but for whom so 
little has been done. It can be pleaded that the manpower does not exist to 
tackle the problem, but sanity dictates that first things be put first if the 
neglect arising from failure to treat the children is not to overwhelm us 
when they in turn grow up. What has the dental profession to offer in the 
way of protection and prevention? 

It is hoped that the foregoing survey of the studies in this field points the 
way. First, the medical profession has its part to play in establishing the 
state of nutrition referred to by Mellanby and by Stearns that will reflect 
itself in the perfection of enamel surface of the teeth. The physical factors 
of form and surface, in so far as they decrease or increase proneness to 
stagnation, have not had the attention that they merit. To this end sane 
dietary habits which promote maximal jaw function, if coupled with deter- 
gent forms of food, will do much to produce the scouring of the tooth 
surface, and incidentally promote the normal degree of cusp wear that in 
its turn renders more accessible to cleansing the grooved areas of the biting 
surface of the tooth. The habit of biscuits and hot milk or similar drink 
for the children just before tucking up for the night might well be replaced 
by a slice of apple, carrot or even turnip. Such is Nature’s toothbrush. 

On the basis that areas of caries susceptibility are coincident with areas of 
stagnation it is obvious that any steps to minimize stagnation will be bene- 
ficial. Thaddeus P. Hyatt developed his technique of prophylactic odonto- 
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tomy, whereby he routinely cut out the grooves in the biting surfaces of 
the highly susceptible six-year old molars in children and filled them with 
silver amalgam. Others make a practice of drying the tooth surfaces and 
filling the grooves up with a suitable cement, such as black copper oxy- 
phosphate cement. Such a procedure can be carried out speedily, and there 
is evidence of its value as a protective measure during childhood and 
adolescence (Miller, 1951). 

Mention has already been made of the hopeful results of fluoridation, 
and how topical fluoride treatment can be made available to large numbers 
through the services of oral hygienists. 

Little has been said of the New Zealand School Dental Service, although 
it has received much attention of late, both in this country and in America. 
Its basis is the two-year trained dental nurse who cares for 500 children, 

) carrying out fillings and extractions of baby teeth for the children under her 
care. In all there are 450 such nurses. Although they have contributed 
greatly to the maintenance of the deciduous dentition by this reparative 
service, the service is largely protective rather than preventive and many 
problems remain. 
SUMMARY 
Whether or not the community is interested enough in its teeth to forego 
present dietary prejudices is uncertain. Failing that, progress seems most 
likely along one or more of the following lines: systemic fluorine treatment, 
the use of enzyme inhibitory substances added to the fermentable sugars, 
and the development of simple protective techniques for the treatment of 
' the susceptible areas of the enamel surface. 
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BACTERIOLOGY OF THE MOUTH 


By A. C. CUNLIFFE, M.D. 
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College Hospital. 

Tue bacteriology of the mouth is made difficult by the fact that every 
mouth, healthy or diseased, harbours a large bacterial flora comprising 
many different species. Not infrequently it is impossible to distinguish be- 
tween the flora of diseased and healthy mouths, and even in the case of a 
well-recognized infection with a specific micro-organism it is seldom, if 
ever, unless selective media are used, that this organism is the only one to be 
detected in the mouth. It is therefore unfortunate that there is a tendency 
for the teaching of medical bacteriology, with its emphasis on the disease- 
producing species, to pay scant attention to the normal flora of the body 
generally. Concerning the mouth in particular, this shortcoming is de- 
plorable for historical as well as practical reasons, since the microbial flora 
of the mouth was the first to receive attention. “The number of these animals 
in the scurf of a man’s teeth is so many that I believe they exceed the number 
of men in a Kingdom’, wrote Leeuwenhoek in a letter to the secretary of the 
Royal Society in 1684. Today an appreciation of the variety and number of 
micro-organisms in the normal flora is essential before any assessment of 
bacteriological investigations of disease in the mouth can be attempted. 

The bacteria in the mouth are subject to great variation in both number and 
in kind; even in a single individual the flora does not remain constant for 
more than short periods of time. The bacterial community is not a closed 
one; by reason of its anatomical position the mouth is constantly receiving 
fresh reinforcements, from micro-organisms in food or on utensils during 
feeding, and from air-borne bacteria during breathing, as well as from the 
bacteria contaminating objects, such as pens, pencils, postage stamps, 
cigarette ends, and particularly fingers, that may touch the lips or be in- 
serted into the mouth. On the other hand, large numbers of bacteria are 
removed during swallowing, the majority being killed by the gastric juice of 
the stomach, and variable numbers are discharged into the air during any 
expiratory effort, the greatest numbers being expelled by sneezing. 

There is, however, little doubt that in the ordinary way the flora is less 
influenced by reinforcements from without than by conditions favouring 
bacterial multiplication within the mouth. Even the relatively clean and 
healthy mouth contains a considerable amount of detritus and other organic 
matter derived from food particles or desquamated epithelium, which pro- 
vides nutriment suitable for a large range of bacteria; anaerobic conditions 
are likely to be found in any debris-containing pocket. 

Saliva has apparently a slight bactericidal effect on a wide range of 
organisms (Dold et al., 1936), but its more important action is undoubtedly 
that of flushing the mucous surfaces of the mouth and washing off many of 
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the adherent bacteria. Bloomfield (1922) has shown that there is a highly 
efficient mechanism, apparently dependent upon suction currents, whereby 
bacteria introduced in the mouth are drawn backwards towards the ceso- 
phagus, avoiding the tonsils and posterior pharyngeal wall. 

The number of bacteria in the mouth at any given moment is therefore 
the resultant of these opposed processes of multiplication and removal. The 
flora is reduced by the numbers swallowed during meals and rises again in 
the intervening periods, especially during the night; this process gives rise to 
the so-called “diurnal tide’ (Feirer and Leonard, 1931). In general it may be 
said that the more healthy the condition of the mouth, the lower the total 
flora. Pockets between teeth and gum favour the growth of all types of 
micro-organism, particularly anaerobic ones; before dentition and in the 
edentulous, anaerobes are said to be less numerous. 

The speed of bacterial multiplication within the mouth is well illustrated 
by the rapidity with which the typical mixed flora becomes established in the 
infant, whose mouth is sterile in utero. Organisms similar to those of the 
mother’s genital tract have been demonstrated in the mouths of over go 
per cent. of infants within a few hours of birth (Witkowski, 1935). Within 
two to five days after birth other organisms, such as pneumococci, Strep. 
viridans, staphylococci and diphtheroid bacilli, have made their appearance, 
and the correspondence between these organisms and those of the mother’s 
mouth suggests that the infant derives his from his mother’s nasopharyngeal 
tract and trom other persons in the environment. 

As already indicated, the number of bacterial species in the mouth is 
great. Among the most common are: (1) streptococci, either of the alpha- 
hzmolytic type, such as Strep. viridans or of the indifferent or non-hamo- 
lytic type; (2) coagulase-negative staphylococci and micrococci (the 
potentially pathogenic Staph. aureus is much less commonly present); (3) 
gram-positive rods of the lactobacillus, the leptotrichia and the aerobic 
spore-bearing bacillus groups; (4) gram-negative coliform bacilli, such as 
Esch. coli and Proteus vulgaris; (5) spirochztes, which are almost invariably 
present between the gums and the teeth, and of which several types have 
been described, among them, Treponema buccalis, Tr. dentium, Tr. inter- 
medium, Tr. macrodentium, Tr. microdentium, and the spirochzte of Vincent. 
Other organisms requiring anaerobic growth conditions are fusiform bacilli, 
anaerobic streptococci and certain micrococci. Diphtheroid bacilli, Neisseria 
of the catarrhalis-pharyngis types, hemophilus species, and members of the 
aerobic actinomyces (or Nocardia) are not uncommon. The work of Naes- 
lund (1929) and others suggests that anaerobic actinomyces, indistinguish- 
able from the Wolff-Israel organism, are by no means rare in healthy 
mouths. 

EFFECT OF ANTIBIOTICS ON THE MOUTH FLORA 
Although minor changes in the constitution of the oral flora are constantly 
occurring, both in quality and quantity, under normal conditions, the rela- 
tive proportions of the different bacterial species remain remarkably con- 
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stant; excessive predominance of one species is probably largely limited by 
the competitive action of other species. This may be of particular importance 
in suppressing the multiplication of pathogens; for example, streptococci 
have been shown to hinder the growth of C. diphtheria. It is well known 
that when the balance is changed by the administration of antibiotics, a 
resistant species often rapidly assumes unusual predominance and may on 
occasion give rise to symptoms. 

Penicillin decreases the coccal population and gram-positive organisms 
generally but has little effect on gram-negative bacteria, such as coliform and 
fusiform bacilli. The ‘black tongue’ which is an occasional complication of 
penicillin therapy has been shown in some cases to be associated with a 
pigment-forming fusiform bacillus, commonly known as Bacterium melanino- 
genicum (Schwabacher, Lucas and Rimington, 1947). 

Although streptomycin has a wider range of antibacterial action and should, 
theoretically, decrease the flora more effectively, this result is not in fact 
usually achieved, owing to the rapidity with which resistant strains develop. 

The newer antibiotics such as chloramphenicol, aureomycin and terramycin 
are active against the vast majority of oral bacteria, with the notable excep- 
tion of many strains of Pseudomonas pyocyanea and Proteus vulgaris. The 
development of bacterial resistance to these drugs is fortunately slow and the 
systemic administration of both aureomycin and chloramphenicol results in 
the reductioa of the oral bacteria to a very low level—some allege often to 
sterility. Fungi are unaffected by these antibiotics and thrush-like infections 
of the mouth with Candida albicans and species of aspergillus occasionally 
follow their use. 


BACTERIAL INFECTIONS 

With the large bacterial flora, often containing pyogenic organisms such as 
Staph. aureus, Strep. pyogenes and Strep. pneumonia, it is perhaps surprising 
that bacterial infections of the mouth are not more common. This is at 
least partly due to the flushing action of saliva, to the extremely good blood 
supply of the buccal mucous membrane, and to the fact that the patho- 
genicity of the predominant oral bacteria is not high. From the majority of 
inflammatory conditions, such as aphthous stomatitis and in periodontal 
disease, a mixed growth of bacteria similar to that of the normal mouth is 
obtained by culture. The following organisms, however, stand out from the 
rest in being associated with clinically well-recognized types of oral in- 
fection: (1) Vincent’s organisms; (2) Treponema pallidum; (3) the Wolff- 
Israel actinomyces; and (4) Candida albicans. The viruses of herpes simplex 
and herpes zoster should, perhaps, receive mention as causes of painful 
vesicular eruptions of the oral mucous membrane, herpes simplex being one 
of the most common causes of aphthous stomatitis in children (Burnet and 
Lush, 1939). 

It is beyond doubt that the fusiform bacilli and spirochetes of the types 
described by Vincent (1896) are characteristically found together in ulcera- 
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tive gingivo-stomatitis, but the fact that both these organisms are often 
found, singly or together, in scrapings from apparently healthy mouths 
(Black, 1938), and that experimental infections are extremely difficult to 
induce by inoculation (King, 1943), has led many to doubt their etiological 
significance. On the other hand, the occurrence of outbreaks of ulcerative 
gingivo-stomatitis in crowded communities, particularly during war time, 
is often considered evidence for the contagious nature of this disease. There 
is little doubt that several factors are concerned with the causation of these 
infections, general nutrition, especially with regard to nicotinic acid, and 
oral hygiene, being quite as important as the virulence of the bacteria. 

It will be evident from the foregoing that the finding of the characteristic 
combination of fusiform bacilli and spirochztes does not itself indicate the 
presence of disease ; the diagnosis can be made only as the result of combined 
clinical and bacteriological examination. For the latter, smears made from 
the depths of the infected tissue provide satisfactory material. These in- 
fections usually respond well to oral or systemic penicillin and often to 
arsenicals, but attention to oral hygiene is essential. 

The anaerobic Wolff-Israel type of actinomyces (A. bovis or israeli) is the 
cause of actinomycosis in both man and cattle. The recognition of the dis- 
tinction between this pathogenic organism and the numerous species of 
saprophytic aerobic actinomyces which are present in vegetation of many 
kinds and in most human mouths, has exploded the fallacy that this disease 
is acquired through eating or sucking grasses. The work of Erickson (1940), 
which suggests that human and bovine infections are caused by different 
strains of the Wolff-Israel organism, leads to the hypothesis that in a manner 
rather comparable to the development of Vincent’s fuso-spirochztal in- 
fections, human actinomycosis results from invasion of the tissues by an 
organism which is a member of the normal mouth flora. The fact that in 
actinomycosis of the jaw the socket of a recently extracted tooth is not 
infrequently the earliest site of infection suggests that some alteration in the 
resistance of the host’s tissues may be necessary for the initiation of in- 
fection. The sulphur granules characteristic of actinomycosis are largely 
composed of a tangled mass of this branching micro-organism, and bacterio- 
logical diagnosis is usually easily established on morphological and cultural 
grounds, if the granules are available. There is a considerable variation in the 
sensitivity of different strains of actinomyces to antibiotics; successful re- 
sults have been obtained with the use of penicillin, streptomycin and 
aureomycin. 

Candida albicans is well known as the cause of thrush in the newborn. 
It is much more common in bottle-fed than in breast-fed infants. The 
explanation of this is no doubt partly due to the higher resistance of the 
breast-fed to infection generally, but partly also to the greater risks of 
cross-infection in the bottle-fed. Thrush occurs also in the old and de- 
bilitated, and occasionally in those receiving treatment with antibiotics. 
Candida albicans is often found in the mouth without any signs of disease. 
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THE RELATION OF BACTERIA TO DENTAL DISEASE 


Assessment of the réle of bacteria in the causation of disease of the teeth 
is made extremely difficult on account of the ubiquity and size of the natural 
oral flora; first, it is difficult to sample the site of a diseased process without 
a great risk of contamination, and secondly, even if the organisms multiply- 
ing in that area have been accurately sampled, it is impossible to know 
whether they are the cause of the lesion, whether they are important as 
secondary invaders, or whether their presence is merely an indication that 
conditions favourable to their multiplication have arisen. The significance of 
the numerous organisms, such as lactobacilli, actinomyces, Staph. aureus 
and Cl. welchi, that have in turn been hailed as possible causes of dental 
caries, must be viewed against this background. 

The bacteriology of periapical and pulp infections is more simple, be- 
cause sampling under conditions relatively free from contaminants can be 
made through the root canals; a wide range of organisms has been isolated, 
by far the most common being Strep. viridans, either alone or in association 
with staphylococci or other oral organisms. 


THE RELATION OF DENTAL INFECTION TO EXTRA-DENTAL 
DISEASE 


Septic foci may exert an influence on distant parts of the body either by 
serving as a reservoir from which organisms become disseminated by the 
blood stream, or by producing toxins which are absorbed. Okell and Elliott 
(1935) produced evidence of the first of these possibilities by finding 
streptococci in the blood of 12 of 110 persons suffering moderate or ex- 
tensive disease of the gums, but none in 68 persons with healthy gums; 
after tooth extraction they found a transitory bacterizmia in over 70 per cent. 
of those with disease of the gums and in a third of those with healthy gums. 
It is generally recognized that this may be one of the routes by which 
Strep. viridans reaches the blood stream to set up bacterial endocarditis in 
those with abnormal or previously damaged heart valves. 
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THE INFECTIVE FACTOR IN ASTHMA 
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Physician, Royal Hospital, Sheffield; Lecturer in Medicine, University of 
Sheffield. 


I WOULD like briefly to consider the part I believe infection to play in the 
causation of asthma; not as an allergist but as a general physician with a 
cardio-respiratory bias. During the twenty years in which I have been 
interested in asthma the scene has changed many times. The dominance of 
the réle of allergy and the popularity of the skin-sensitivity tests marked the 
first phase. This theory appears to be losing ground now because of the 
failure of desensitization, in the vast majority of cases, to effect any real 
improvement. The infective factor and the réle of bacterial allergy were the 
natural sequel to this failure. Vaccine therapy, however, fared even worse, 
and the more recent failure of aerosol antibiotic therapy has brought dis- 
credit to what was otherwise a most attractive theory. Then for a brief 
period when the importance of cardiac failure as a mechanism for producing 
chronic bronchitis came to be recognized the cardiac aspect was over- 
emphasized, and I well recollect a Professor of Medicine stating that chronic 
bronchitis did not exist, except as a cardiac manifestation. And finally, with 
the increasing frequency of bronchoscopic investigation, the mechanical 
role of the part played by the swollen and hypertrophied bronchial mucosa 
as a factor in producing asthma is coming to be recognized. 


THE MECHANISM OF ASTHMA 

We are all agreed that asthma is a disordered form of respiration, usually 
paroxysmal, often nocturnal and characterized by wheezing. It is aggravated 
by lying down and is almost certainly due to a narrowing of the bronchial 
lumen. Whether the diminution in the diameter of the bronchial and bron- 
chiolar lumen is due to spasm of the bronchial musculature or to the state 
of the bronchial mucous membrane, or both, is open to question. I have 
long felt that the encroachment on the lumen is more likely to be due to a 
hypertrophied and hypervascular mucosa, aided and abetted by a covering 
of tenacious mucus, than to bronchospasm, although doubtless the bronchial 
muscles play their part in endeavouring to cough up the thick secretion. | 
have once peered down a bronchoscope during a paroxysm of asthma and 
there was no doubt about the appearance of the mucosa and its covering of 
glairy secretion, and I had the opportunity later of comparing microscopic- 
ally the appearance of a snippet of the mucosa with a section of normal 
bronchial mucous membrane. The contrast was indeed striking. During 
inspiration the bronchial tree increases both in length and diameter, but 
during the relatively passive phase of expiration it shrinks in all directions, 
so that the thickened mucous membrane and its coating of mucus produces 
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a partial obstruction to the escape of air with the resultant expiratory wheeze 
which we call asthma. Such, it seems to me, is the mechanism of asthma. 


TYPES OF ASTHMA 

If I were asked to classify the causes of asthma I would speak of the allergic 
cases, such as hay asthma and aspirin sensitivity asthma, horse asthma, and 
that associated with dust. My next group, and I believe numerically a far 
more important group, would be those cases associated with chronic bron- 
chitis and emphysema. Many of these follow pneumonias which have been 
slow to resolve. Then there are the symptomatic asthmas, in which the 
asthma is, so to speak, a complication of lobar collapse, neoplasm, silicosis, 
or senile tuberculosis. This is a formidable group, and I have observed 
several children who gave positive skin tests but proved a week later, when 
I came to see the X-rays of their chests, to have a lobar collapse, often of the 
left lower lobe. There is also the group associated with sepsis of the upper 
respiratory tract. Of these I am less well qualified to speak other than to 
say that effective drainage of the sinus or sinuses, or removal of the tonsils 
and adenoids, often fails to cure the asthma. I recollect several cases of 
asthma that appear to have been precipitated by the surgical removal of 
nasal polypi. And finally, there are the psychogenic cases, of the existence of 
which I used to be frankly sceptical. 


May I quote the case of a schoolmaster who was symptom-free during the school 
hours but suffered severely from asthma in the presence of his waspish wife. He 
took to correcting his exercise books at school because of the immunity he enjoyed 
there. Holidays were a nightmare to him until he procured a second-hand car. He 
drove well and enjoyed doing so; his wife was an execrable driver and her gear 
changing performance was such as to dissuade her from competing with her more 
mechanically-minded husband. He never had asthma when he took his wife on 
motor touring holidays, but his symptoms returned, except when he was at school 
teaching, at which he also excelled, when petrol rationing was introduced. I 
suppose he had an inferiority complex at home—was this suppressed weeping? 


DOES INFECTION PLAY A PART? 
So far I have said little about the rdéle of infection. If I were convinced that 
chronic bronchitis were an infective process I would give pride of place to the 
réle of infection in the production of asthmatic symptoms. But is it? It is 
afebrile and unassociated with a leucocytosis. The sputum tends to be 
scanty and frothy rather than profuse and purulent. Frankly purulent con- 
ditions of the lung, such as feetid bronchiectasis and lung abscess, are rarely 
associated with asthma, and I recollect one case of asthma in which attacks 
ceased during an attack of pneumonia. I would go so far as to suggest that 
we know virtually nothing of the cause of chronic bronchitis, and that until 
we do, the problem of asthma will remain unsolved. The theory of bacterial 
allergy has its attractions; but how many can honestly claim to have had 
success with vaccines prepared from the patients’ own sputum? I am of the 
opinion that chronic bronchitis is due to mechanical and thermal trauma 
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to the bronchial mucosa which is vulnerable to such trauma in a way that no 
other mucous membrane is, except the mucosa of the nose and its sinuses. 
Hence its extreme frequency among coal miners, who are exposed to coal 
dust plus rapid changes in temperature, from the warm air deep down the 
mine, to the cold, often ice-cold, air of the atmosphere above ground. The 
same set of conditions applies to workers in steel works, the forgers, rollers 
and the like, and a host of other important industries. I can quote one 
example that made an indelible impression on my memory. 

The patient was a man of fifty-seven, a railway clerk, but until 1947, when his 
asthmatic symptoms began, he had been a railway guard. During that very severe 
winter when the snow lay so long on the ground (early 1947) a change was made 
in the design of guard’s van, and he was privileged to be one of the first to use the 
modern guard’s van which is made of metal instead of wood. There was some delay 
on the line and he remained incarcerated in his metal guard’s van for many hours 
He recollects being chilled to such an extent that he was shivering and in a fainting 
condition when he got to his depot. He gave me a vivid picture of the crystals of 
frost lining the roof and walls of this new metallic guard’s van, and stated that this 
was a new phenomenon and never occurred in the older fashioned wooden vans. 
Ever since this unhappy experience every cold he has had has settled on the chest. 
In fact he went so far as to say that he has never had a head cold since 1947. His 
symptoms are now those of chronic bronchitis, with difficult breathing and wheezing 
during the first half hour after going to bed in the winter time, and being wakened 
up about five o’clock in the morning with a severe bout of coughing, further dyspnea 
and wheezing. I have no doubt in this case that the bronchial mucosa suffered 
irreversible changes of a traumatic inflammatory nature due to the intense cold, as 
opposed to infection, and that this was the beginning of his chronic bronchitis 

That secondary infection may later play a part I do not deny, but its réle 
is likely to be contributory rather than causative. Chronic bronchitics often 
develop, as the sequel of a common cold, a broncho-pneumonia, and 
although the latter yields readily to penicillin the asthma itself remains 
resistant. In the more chronic cases which are associated with a purulent 
bronchitis, penicillin aerosol treatment will rid the sputum of its purulent 
character, reduce the amount and remove the pyogenic cocci, but the 
asthma remains uninfluenced and pursues its relentless course. 

Then there is another type of bronchitis which is primarily cardiac and 
known these days as cardiac bronchitis. This is common in left ventricular 
failure, due in most cases to hypertension or chronic nephritis, and in some 
to aortic valvular disease. As a result of the impairment of the left ventricular 
thrusting power the bronchial mucosa becomes passively congested and 
hypervascular, with the same result as in ordinary chronic bronchitis, 
namely, an encroachment of the mucosa on the bronchial lumen with the 
consequent familiar asthmatic wheeze during the expiratory phase of respira- 
tion. The result is asthma, and in a hurried examination of the chest a 
diagnosis from the character of the rhonchi might well be made of chronic 
bronchitis. Only when regard is had for the heaving character of the apex 
beat, its displacement to the left, and the usually high blood pressure and 
invariable electrocardiographic and radiological signs of left ventricular 
hypertrophy, does the correct diagnosis of cardiac bronchitis emerge. But 











THE INFECTIVE FACTOR IN ASTHMA 165 
the mechanism of a partial obstruction during expiration is the same, 
although the congestion of the mucosa is of cardiac rather than inflammatory 
origin. 

If infection in the chest is rarely associated with asthma, unless there is an 
underlying bronchitis, what is the position with regard to infection in the 
upper respiratory passages? That the common cold often initiates an attack of 
asthma in both allergic subjects and chronic bronchitis is common 
knowledge, but frank sepsis such as chronic sinusitis, though a common 
enough concomitant of asthma, cannot be considered to be causative if its 
surgical ablation fails, as it usually does, to alleviate the asthma. Chronic 
sinusitis, when it is associated with asthmatic symptoms, is part and parcel 
of what has come to be known recently as ‘broncho-sinus disease’, and there 
is no reason to suppose that effective drainage of the sinuses will drain the 
bronchial mucosa as well. Before the war there was a vogue for instilling 
therapeutic lipiodol (‘theridol’) into the bronchial tree with the aim of pro- 
ducing a sort of bronchial catharsis. 


I well remember an attack of status asthmaticus in a man whose chronic bron- 
chitis was the direct sequel of an ‘anzsthetic chest’ following open ether anesthesia. 
Oxygen could not be delivered to the alveoli because of the bronchiolar obstruction, 
and he was seriously ill. The instillation of lipiodol over the back of the tongue 
after preliminary cocainization was followed by dramatic relief after he had coughed 
up a large volume of thick tenacious secretion which the lipiodol had displaced, 
and next day he was able to lie flat and the asthma had disappeared. He remained 
well for a long period after his discharge from hospital. 


Nasal polypi, which usually have an allergic origin, are most capricious in 


their response to surgical intervention. Their removal may effect a brilliant, 
though usually temporary, cure of asthmatic symptoms: not infrequently, 
however, a patient’s asthmatic symptoms appear to date from such an 
operation. I have had the good fortune to be associated with physicianly- 
minded ear, nose and throat surgeons. They inform me that the removal of 
infected tonsils and adenoids, though usually disappointing, sometimes 
effects a cure in asthmatic children. 


CONCLUSION 

Asthma is an affair of the bronchial mucosa. Whenever this tissue ‘sees red’, 
asthma is likely to occur no matter whether the stimulus be allergic, bron- 
chitic, reflex, inflammatory, neoplastic, or psychogenic. Infection in the 
lung, unless it is associated with chronic bronchitis, plays but a subsidiary 
part in the genesis of asthma. Similarly, infection in the upper respiratory 
tract, unless it is an integral part of broncho-sinus disease, is contributory 
rather than causative so far as asthma is concerned. Surgical measures should 
be taken solely on the merits of the upper respiratory infection, but until 
some simple method of restoring the bronchial mucous membrane to 
normal is devised, and a technique is discovered of ridding it of its excessive 
secretion, bronchitic asthma is likely to remain a challenge to all of us. 























THE INTERNATIONAL PHARMACOPGIA 


By WILLIAM A. R. THOMSON, M.D. 


THE publication of the first International Pharmacopeia* is an outstanding 
event in the history of medicine. It is also a refreshing reminder, in these 
days of international tension, of what can be accomplished in the way of 
international cooperation by men of good will. 


HISTORICAL SURVEY 

Although it is practically eighty years since attempts were first made to 
produce an international pharmacoperia, it was not until 1902 that any 
active steps were taken. In that year the Belgian Government convened in 
Brussels a conference, at which nineteen countries were represented. As a 
result of their deliberations the first International Agreement for the 
Unification of the Formule of Patent Drugs was drawn up, although it was 
not until 1906 that it was ratified. Concerned mainly with strengths of 
preparations and methods of procedure, its recommendations were adopted 
by all the major pharmacoperias of the world. The next advance occurred on 
the flood of international cooperation which followed the foundation of the 
League of Nations, and in 1925 a second international conference was con- 
vened at Brussels. The resulting second International Agreement, which 
was ratified in 1929, was a much more ambitious venture. Its 41 articles 
dealt with such matters as unification of methods of preparation and 
strengths of drugs, of nomenclature and of maximum doses, as well as the 
strengths and descriptions of seventy-seven potent drugs and preparations. 
It also provided for the setting up of an international organization for the 
unification of pharmacopeias, with a permanent secretariat, and the in- 
tention was expressed that the League of Nations should take up the 
administration of this work. 

The next notable advance took place in 1937, when the Health Organiza- 
tion of the League of Nations set up a Technical Commission of Pharma- 
copeial Experts to revise and extend the 1929 Agreement and to be 
responsible for producing an International Pharmacopeia. Dr. C. H. 
Hampshire, then Secretary of the British Pharmacopeia Commission, was 
appointed Chairman of the Commission. This Commission was one of the 
activities of the ill-fated League of Nations which survived the hazards ot 
war, and in 1947 the Interim Commission of the World Health Organization 
(WHO) set up an Expert Committee on the Unification of Pharmacopeias 





*Pharmacopea Internationalis. Editio Prima. Volumen I. Geneva: World Health 
Organization; London: H.M. Stationery Office, 1951, pp. 406. Price 35s. 
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to produce a draft international agreement for the unification of pharma- 
coperias, modifying and extending the existing Agreement for the Unifica- 
tion of the Formule of Potent Drugs, and to present the draft agreement 
as an international pharmacopeia, similar in form to the present national 
pharmacopeeias. This committee consisted of seven members, selected be- 
cause of their professional standing and not as representatives of their 
respective countries, and once again Dr. Hampshire was honoured by being 
appointed Chairman. The committee rapidly got to work, and at its meeting 
in May, 1950, the Third World Health Assembly approved the publication 
of the ‘Pharmacopecea Internationalis’. 


THE WORK OF PREPARATION 

Anyone who has had experience of international committees will appreciate 
the difficulties which have to be overcome in order to obtain unanimous 
agreement. In the case of a complex and highly technical publication such 
as a pharmacoperia, these difficulties are all intensified. Three examples may 
be quoted of the type of difficulty encountered during the course of pre- 
paration. Even the title of the work caused considerable discussion. Whilst 
the majority of members of the committee preferred ‘International Pharma- 
copeia’, considerable discussion and consultation were necessary before the 
two alternatives of ‘Codex Medicamentarius Internationalis’ and ’Com- 
pendium’ were discarded. An interesting problem in nomenclature arose 
during the preparation of the monographs on antitoxins. In the draft mono- 
graphs the French word ‘antitoxines’ had been used for antitoxic sera, but 
it was pointed out that ‘antitoxines’ refers only to antitoxins in a pure state 
and not to antitoxic sera. To avoid any confusion it was finally decided that 
the Latin term ‘sera antitoxica’ should replace ‘antitoxina’. Finally, there 
was the large number of expert committees which had to be consulted, such 
as those concerned with biological standardization, drugs of addiction, and 
malaria, and the necessity for observing the internationally recognized rules 
of botanical and chemical nomenclature. 

In the selection of drugs to be included in the ‘International Pharma- 
copeeia’ the first step was to consult all the recent national pharmacoperias and 
other official lists, such as Army and Red Cross lists. Naturally, preference was 
given to drugs included in a number of pharmacopcrias, but ‘mere frequency 
of use was not considered a reason for inclusion’, and all descriptions of 
drugs were carefully checked. In addition, certain newer drugs have been 
included. 

GENERAL PLAN 
The Pharmacopeia has been published simultaneously in English and 
French, and a Spanish translation is being prepared. The international 
names of drugs are given in Latin, the traditional language of medicine and 
pharmacy and the obvious choice tor this purpose. Even the modern doctor, 
who, like Ben Jonson, knows ‘small Latin and less Greek’, will have little 
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difficulty in understanding the Latin names, although he may hesitate 
momentarily before he places ‘oleum jecoris aselli’ and ‘oleum jecoris hippo- 
glossi’ as the plebeian cod-liver oil and halibut-liver oil, respectively. 
Unless he is a botanist he will have more difficulty with ‘secale cornutum’ 
before he recognizes it as ergot. Where several non-proprietary names are 
used for the same preparation in different national pharmacoperias, one has 
been selected as the official title for the ‘International Pharmacoperia’. This 
has obviously been a difficult task, and it is to be hoped that there will be a 
universal response to the appeal of the compilers of the ‘International 
Pharmacopeeia’ that ‘these international non-proprietary names will in the 
future also be adopted by national pharmacopeeia commissions’. Few of the 
non-British names which are used will give rise to much difficulty, although 
some will have difficulty in recognizing phrenazol under the name of 
‘pentetrazol’, o: chloramine-T as ‘tosylchloramide sodium’. Other American 
names which have been adopted are diethylstilbeestrol (stiJbeestrol B.P.), 
and thiamine hydrochloride (aneurine hydrochloride B.P.). “Nicethamidum’, 
the French spelling of nikethamide, also catches the English eye. 

There are 199 monographs ‘designed to provide as complete a control 
specification as possible for each drug’, and 43 appendices defining general 
tests and methods. 

THE MONOGRAPHS 
The monographs are fairly representative of modern practice, but it is im- 
possible to give a final assessment on this point until Volume II is published. 
This is at present under active preparation, and the preface to the present 
volume states that it will contain ‘monographs and appendices on certain of 
the newer drugs, for instance, antibiotics’, and on injections, sterility tests, 
the pyrogen test, certain tinctures, and tablets. Perhaps the most interesting 
feature is the drastic curtailment of galenicals. Thus, there are only three 
tinctures—digitalis, opium, and ‘tinctura opii benzoica’. The inclusion of 
the last of these will gladden the heart of every practising clinician, and is a 
striking tribute to the universality of the use of paregoric. The international 
significance of this well-tried friend of the practitioner is enhanced by the 
fact that it is the only preparation in the book which is given two synonyms: 
‘tinctura opii camphorata’ and ‘elixir paregoric’. Surely this is the appro- 
priate moment for some poet in the profession to write an ‘Ode to Paregoric’ ! 

There are five solutions: solution of formaldehyde, Lugol’s solution, 
ethanolic solution of iodine, Fowler’s solution, and solution of potassium 
hydroxide. Although there are no extracts, extract of male fern is to be 
found under the guise of ‘oleoresina filicis malis’. Other well-established 
preparations include sodium salicylate, acetylsalicylic acid, sodium (and 
potassium) iodide and sodium (and potassium) bromide. There are three 
iron preparations—iron and ammonium citrate, ferrous sulphate, and ex- 
siccated ferrous sulphate. Mercury and his satellites obviously have still an 
international reputation, having eight monographs devoted to them. These 
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include corrosive sublimate, calomel, yellow mercuric oxide and am- 
moniated mercury. Nux vomica is included (under the old name of ‘strychni 
semen’) and also strychnine nitrate (but not the hydrochloride). Only four 
items are listed under the heading of oils—oil of aniseed, cod-liver oil, 
halibut-liver oil, and castor oil. 

The sulphonamides are well represented: with succinylsulphathiazole, 
sulphadiazine, sodium sulphadiazine, sulphaguanidine, sulphamerazine, 
sulphanilamide, sulphathiazole and sodium sulphathiazole. 

Considerable caution has been exercised in the incorporation of ‘drugs of 
recent introduction’, but most of those included are worthy of their place. 
The antimalarials are strongly represented: in addition to the sulphate and 
hydrochloride of quinine there are mepacrine (hydrochloride and methano- 
sulphate), proguanil hydrochloride, and two from the U.S.P. XIV, which 
are not included in the British Pharmacopeeia, chloroquine diphosphate and 
pentaquine diphosphate. Other ‘new’ drugs which are included are: benzyl 
benzoate, dicoumarol, lanatoside C, menadione, tetracaine hydrochloride 
(amethocaine hydrochloride), and thiopentone, which is officially entitled 
‘thiopental sodium with sodium carbonate’. 

The biological section is rather thin. There are no vaccines or toxoids. 
The antisera include those against diphtheria and tetanus, and three for gas- 
gangrene: ‘serum anticedematiens’, ‘serum antiperfringens’ and ‘serum 
antivibriosepticum’. Old tuberculin is also included. 


TABLE OF USUAL AND MAXIMAL DOSES 
This is the title of the last appendix in the volume, an appendix which is the 
result of much anxious thought. It is applicable to adults only. A similar 
table for children, which is being prepared for Volume II, is proving even 
more difficult to construct. The usual doses ‘correspond to an average 
posology’, e.g., the oral dose for acetylsalicylic acid is given as 0.5 g. ‘Those 
doses which are usually not exceeded are preceded by ‘up to. . .’. The 
maximal doses are ‘those which are usually not reached because of the 
danger of poisoning, and they may not be exceeded without special pre- 
cautions’. To give acetylsalicylic acid, again, as an example: the maximal 
single dose is given as 1 gramme, and the maximal daily dose as 6 g. Precise 
instructions are given regarding the prescribing and dispensing of doses 
larger than the stated maximum, and the responsibility is laid fairly and 
squarely upon the physician. This is a point of considerable importance in 
an international publication such as this, as in certain countries the legal 
responsibility for any untoward results of an overdose rests upon the dis- 
penser. The aim of the compilers of this table is to make it clear where, in 
their opinion (and rightly), the responsibility should lie—upon the pre- 
scriber. 
AIMS AND PURPOSES 

The functions of an international pharmacopeeia are well summarized in 
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the following extract from an interim report of the Technical Commission 
of Pharmacopeial Experts, published in 1945 :— 

“There is a desire for a uniform system of nomenclature, and it is specially urged 
that the same name should, in all countries, designate a drug of the same strength 
and composition. Differences in national standards for widely used materials con- 
stitute a source of danger to travellers who may need to have the same prescription 
dispensed in different countries, not only because of the possible supply of a drug 
differing in strength from that to which the patient is accustomed, but also because 
of delays in receiving medicines that may have to be specially made or procured. 
Such differences, by causing confusion and misunderstanding, are also a hindrance 
to the spread of medical and pharmaceutical knowledge. A state of affairs under 
which the same supply of a drug or chemical may be accepted in one country and 
rejected in another may lead to the retention of lower standards in manufacture, 
whilst the maintenance of a common high standard would tend to economy of pro- 
duction and would facilitate commerce between the nations’. 

The present book should be particularly useful to those countries which 
do not yet possess a national pharmacopeeia of their own, but it is also hoped 
that its nomenclature, descriptions and standards will be adopted by all 
national pharmacopeia commissions. All countries are at liberty to make 
full use of the material in the ‘International Pharmacopeeia’ in compiling 
their national pharmacopeias, without consultation with the World Health 
Organization, but no translation of the book may be published without the 
approval of WHO. No question of legal conflict arises as a result of the 
publication of the ‘International Pharmacoperia’, as its national status de- 
pends entirely upon the decision of the local government. The General 
Assembly of the World Health Organization has formally recommended its 


acceptance by the 68 Member States. 


CONCLUSION 
No detailed criticism of this book has been attempted here. That must be 
left to the pharmaceutical experts, but little has so far been forthcoming. 
It is clear that some problems have been deliberately by-passed in order to 
attain publication, but whatever may be said adversely, there can be no 
doubt that this is a historical document in the history of medicine and one 
of which the compilers have every reason to be proud. The task has not been 
an easy one, and there is universal agreement that the credit for the admirable 
way in which it has been so successfully tackled rests upon Dr. C. H. 
Hampshire who, as Chairman, has guided the activities of the compiling 
committee with consummate tact and skill. It is therefore only appropriate 
that this review should end with his own tribute to his colleagues: ‘It has 
been my good fortune to preside over a committee of experts who have 
approached this work in a calm, deliberate manner, and have been prepared 
in a true international spirit of co-operation to set aside, when necessary, 
their national prejudices or preferences, with the object of producing a 
practical, useful book which could be offered to all nations’. 








THE EVOLUTION OF THE GENERAL 
PRACTITIONER IN ENGLAND 


By W. J. BISHOP, F.L.A. 


Librarian, Wellcome Historical Medical Library. 


At the beginning of the 19th century the recognized types of English 
medical practitioners were physicians, surgeons and apothecaries. Each of 
these classes had its governing body with the legal right to confer a licence 
to practise in England and Wales, and similar rights were held by the 
universities of Oxford and Cambridge. Although there were many qualifica- 
tions to be had, sometimes for little more than paying for them, there was 
no real statutory restriction on practice. The medical corporations were pro- 
foundly jealous of each other and were solely concerned with the main- 
tenance of their ancient privileges. Unqualified practice had flourished from 
time immemorial, for the legislature had always proceeded upon the 
principle that every man has a right to choose his own doctor—qualified or 
unqualified. Information about the exact spheres and rights of the various 
classes of ‘regular’ practitioners is very indefinite, but the general position 
may be summarized as follows’. 


THE PHYSICIANS 

The physicians, who received their charter of incorporation in 1518, were 
allowed to practise physic in all its branches. As defined by the Act of 
32 Hen. VIII, ‘Physick doth comprehend, include, and contain the knowledge 
of surgery, as a special member and part of the same; therefore be it enacted, 
that any of the said company or fellowship of physicians . . . may practise 
and exercise the said science of physick in all and every its members and 
parts’. The College, having abrogated to itself this wide power did not, in 
fact, allow its members to exercise it. The practice of the physician, as 
understood both by the College and the public, was confined to the prescrib- 
ing of medicines to be compounded by the apothecaries, and ‘in so far 
superintending the proceedings of the surgeon as to aid his operations by 
prescribing what was necessary for the general health of the patient and for 
the purpose of counteracting any internal disease’. Fellowship of the 
College of Physicians was confined to graduates of Oxford and Cambridge. 
It was a greatly coveted honour and one which conferred a high social status 
and many privileges. 


THE BARBERS AND SURGEONS 
The ‘Barbers Company’ and the ‘Surgeons Guild’ had existed in uneasy 
February 1952. Vol. 168 (171) 























172 THE PRACTITIONER 





rivalry since the 14th century. The right of members of the Barbers Com- 
pany to practise surgery was definitely established by Letters Patent granted 
by Edward IV in 1462. In 1493 the Guild of Surgeons, which had con- 
tinued as a separate body, entered into an alliance with the Barbers Com- 
pany, and in 1540 the two companies were formally united by Act of 
Parliament. This union was dissolved in 1745 and the two companies again 
took their separate ways. The Company of Surgeons was dissolved in 1796, 
but was refounded four years later as the Royal College of Surgeons of 
London. Finally, in 1843, a new charter was obtained and the College 
became the Royal College of Surgeons of England. 

The practice of the surgeon consisted in the use of surgical instruments 
in all cases, and in the cure of all outward diseases whether by external 
applications or internal medicines. By 32 Hen. VIII, surgeons were regarded 
as the proper persons to treat the pestilence, syphilis, and other such con- 
tagious infirmities, and to practise the letting of blood and the drawing o 
teeth. Their supervision also extended to ‘customable disease, as women’s 
breasts being sore, a pin and web in the eye, uncomes of hands, burnings, 
scaldings, sore mouths, the stone, strangury, sanceline and morphew, and 
such like diseases, apostematious outward swellings and agues’. Outside 
London there were few pure surgeons. The provincial surgeons either com- 
bined midwifery with their surgery or acted as family doctors. The right of 
ordering medicines for patients under their care was acquired by the 
surgeons after a severe contest with the physicians; the surgeon had not the 
right to practise medicine. 


THE APOTHECARIES 

The apothecaries began in medizval times as itinerant medicine-sellers, and 
later settled in shops. In 1606 the apothecaries and the grocers formed a 
common guild and all the members kept shops, but in 1617 the apothecaries 
obtained a new charter conferring a monopoly of keeping a shop, and making 
it unlawful ‘for Grocers or any person to supply or administer medicines or 
medicinal compositions or by any other way to use or exercise the Art, 
Faculty or Mystery of an Apothecary or any part thereof within the city of 
London and the suburbs or within seven miles of the City’. Nothing in 
the charter was to prejudice the rights of the College of Physicians, and 
‘expert and approved Chirurgiens’ were permitted ‘the composition and 
application of outward salves or medicine only’. 

The physicians had always been jealous of the apothecaries. Their view- 
point was that of William Bullein,? who said that the function of the apothe- 
cary was ‘only to be the phisicion’s cooke’. In 1632 the College of Physicians 
obtained an order forbidding apothecaries to prescribe medicines, and until 
the time of the Great Plague the physicians succeeded in exercising more or 
less of a monopoly over the treatment of the sick. The physician wrote his 
‘pills’, which the apothecary prepared; one prescribed, the other dispensed. 
During the Plague the apothecaries remained at their shops when most of 
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the physicians had left, and they also visited the plague victims in their 
homes. The right to treat the sick was thus established in the mind of the 
public, and in 1703 the judgment of the high court in the celebrated Rose 
case sanctioned the existence of the practising apothecary.‘ The office of an 
apothecary was de- 
fined at this time as 
being ‘to ascertain the 
nature of disease and 
to treat that disease’. 
The apothecary was 
still only allowed to 
charge for medicines 
supplied and not for 
his advice. In 182g it 
was at last held that 
an apothecary might 
claim remuneration 
either for his medi- 
cines or for his skill 
and attention, but that 
he must not charge 
or both.® In the fol- 
lowing year Lord 
Tenterden allowed an 
apothecary to charge 
2s. 6d. for each at- 
tendance, in addition 
to his charge for medi- 
cine. As stated by 
John Nussey,’ Master 
of the Apothecaries 
Society, in his evi- 
dence before the 
Select Committee on 
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. 1.—The Apothecary. ‘ 


The office of Apothecary is to 
‘seemed on sick persons, and to prepare and to give them 


Medical Education in 
1834, an apothecary 
was ‘a person who at- 
tended an individual 


medicines, either on his own judgment, or according to 


the prescription of the Physician’. (From R. Phillips, 


*The Book of English Trades’, 1818.) suffering from some 


internal disease, not 
requiring external or manual aid; who prescribed for the cure of such com- 
plaint and supplied the medicine’. In 1838 the right of the apothecary 
to claim payment for both medicine and advice was confirmed by Justice 
Littledale, who laid it down that ‘in some cases an apothecary may certainly 
charge both for medicine and for attendance’.* 
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THE DRUGGISTS 
In addition to the three recognized grades of practitioners there were also 
the druggists who were supposed only to supply medicines, not to com- 
pound or dispense, and were not allowed to practise. This rule, like much 
of the legislation relating to medical practice, was not rigidly enforced. In 
practice the druggists did often compound and prescribe over the counter 
simple remedies, as do their descendants the pharmaceutical chemists of 
the present day. But, unlike the apothecaries, the druggists did not visit 
patients in their own homes. 


THE POSITION BEFORE 1815 
Up to the year 1815 there was little actual control over medical practice, 
especially in the provinces. Within the City of London and its environs the 
College of Physicians, the Barber-Surgeons and, later, the Surgeons Com- 
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Fic. 2.—Surgeon’s Hall, Old Bailey, 1800. (From W. Thornbury, ‘Old oad 
New London’, Vol. ii, p. 469). 

pany sometimes exerted their ample powers; but the old corporations were 
more concerned with any encroachments upon their own privileges and 
spheres of practice than with the control of the numerous quacks and 
charlatans who flourished in the metropolis. In the provinces, medical 
practitioners who were not affiliated to the College of Physicians or were 
not graduates or licentiates of Oxford or Cambridge were supposed, by the 
Act of 1511, to be licensed by the bishop of the diocese acting in conjunction 
with expert assessors. This function was exercised only irregularly; and, 
provided they did not make themselves too obnoxious to the authorities and 
did not stay too long in one place, there was little hindrance to the activities 
of wise men and women, seventh sons, itinerant oculists, stone cutters, and 
hernia operators. Even less attention was paid to the country surgeon- 
apothecaries, who were usually men of some education and had at least 
served an apprenticeship to their calling. 
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The three recognized types of medical practitioners had but limited 
spheres of work. The striking fact is that there was no class of medical men 
entitled to practise medicine in all its branches, including surgery and 
midwifery; that is to say, there were no general practitioners.* The early 
barber-surgeons and the ‘empiricks’, and later, the apothecaries, no doubt 
occupied a position corresponding somewhat to that of the family doctor or 
general practitioner, but no such class was recognized either by law or 
general custom. In theory, the respective spheres of action were as nicely 
regulated as those of courtiers and were mutually exclusive. Nevertheless, 

the general practitioner 
of today must be re- 
garded as the lineal 
descendant of the 17th 
century apothecary. 
The short-sighted and 
exclusive policy of the 
two Royal Colleges left 
the most important de- 
partment of medical 
practice to a trading 
guild. The apothecaries 
became year by year 
more and more general 


practitioners, in con- 

sequence of the in- 

creased attention which 

they devoted to medical 

and surgical practice. 

; As stated by the House 

Fic. 3.—George Man Burrows, M.D., F.R.C.P. (1771- of Lords in 1703, ‘the 


1846). (From a Portrait in the Apothecaries Hall, 


London, by the courtesy of the Worshipful Society.) wants of Society, if not 


Law, sanctioned the 
existence of the practising apothecary’. In his ‘Medical Ethics’ (1803) Dr. 
Thomas Percival described the apothecary as ‘the physician of the poor in 
all cases, and of the rich when the distress or danger is not very great’. This 
definition could have been applied to the apothecary at any time during the 
preceding century. 


THE APOTHECARIES ACT, 1815 
The great landmark in the history of the general practitioner is the Apothe- 
caries Act of 1815. This Act was brought about by the efforts of the Associa- 
tion of Surgeon-Apothecaries of England and Wales under the leadership 





*As we have seen, Fellows of the College of Physicians of London were legally 
entitled to practise medicine in all its branches, but custom did not allow them to 
do so. 
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of Dr. George Man Burrows (1771-1846).® Between 1804 and 1810 strenu- 
ous attempts at medical reform had been made by the Benevolent Medical 
Society of Lincolnshire, and this body had gone so far as to draft a ‘Bill 
for the Improvement of the Medical and Surgical and Veterinary Sciences, 
and for Regulating the Practice Thereof’. The leading spirit in this move- 
ment was Dr. Edward Harrison (1766-1838). The Lincolnshire project was 
too ambitious, and it failed because of the obstructive tactics of the medical 
corporations and the indifference of the greater part of the profession. It 
did, however, ventilate the whole question of reform, and the Lincolnshire 
pioneers did much to pave the way for Harrison and his supporters.?° 

The Apothecaries Act of 1815 made it illegal from that year for anyone 
not licensed to do so by the Society of Apothecaries to call himself an 
apothecary anywhere in England and Wales. This act created a body of 
qualified practitioners who were entirely independent of the Colleges of 
Physicians and Surgeons and were entitled to practise medicine not merely 
by sufferance but by law. Candidates for the Licentiate of the Society of 
Apothecaries had to serve an apprenticeship of not less than five years to an 
approved apothecary, and had to produce certificates of attendance for six 
months at least on the medical practice of some public hospital or dis- 
pensary. They were examined in Latin, in pharmaceutical chemistry and 
materia medica, and in the theory and practice of medicine, but not in 
surgery or midwifery. The Act of 1815 reminded members of the College 
of Surgeons that they were liable to prosecution if they tried to dispense 
their own prescriptions. Membership of the College of Surgeons was con- 
ferred after an hour’s examination in anatomy and surgery. Practice on the 
strength of a single qualification was very prevalent (it was even sanctioned 
by the Medical Act of 1858), but after 1815 the standard qualification for 
the new class of ‘general practitioner’ became M.R.C.S., L.S.A. 


HANDEY VU. HENSEN 


Following the Act of 1815 the next landmark in the history of the general 
practitioner is the case of Handey v. Hensen in 1830. Mr. James Handey, 
surgeon and apothecary of Waterloo Bridge Road, brought an action in the 
Court of King’s Bench against Mr. Hensen, an attorney, to recover {7-0-6 
for medicines and attendance, furnished to the defendant’s family. Handey 
did not send in large quantities of useless medicines, but attended when 
necessary and charged for his professional talents and visits. The verdict, 
which was for the plaintiff, was hailed with delight by every advocate of 
medical reform. The redoubtabie Wakley, who had supported Handey 
throughout, printed the following triumphant editorial :—" 


“The hand of justice by a single effort has raised, what Mr. Benjamin Brodie was 
pleased to term the “subordinate members” of the profession, that is, the 
GENERAL PRACTITIONERS, a thousand degrees in the scale of professional 
usefulness and respectability, and ten thousand degrees in the estimation of society 
. . . Rivers of mixtures and draughts, mountains of pills, boluses, and plasters, at 
once vanish before the decree of this acute and venerable judge [Lord Tenterden]. 
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. .. General practitioners will no longer be regarded in families as plunderers, whose 
interested object is to convert the stomachs of their patients into drug-shops, but 
they will now be looked upon as men of experience and skill, and their ability to 
prescribe appropriate remedies for diseases, will be valued rather more highly than 
the ability to mix those remedies in a bottle, or in a mortar’. 


The designation ‘General Practitioner’ came into common use about this 
time.* The Lancet of September 26, 1829, refers to ‘the solid and well- 
founded claims to public confidence of the General Practitioners of Eng- 
land, in comparison with the empty and delusive titles of St. Andrew’s and 
Aberdeen Doctors’. The issue of February 20, 1830, has a letter from ‘An 
Old Authorised Prescriber’ beginning: ‘In some of the late numbers of the 
Lancet 1 have observed several letters apparently written by persons be- 
longing to that class of professional men, who have recently acquired the 
appellation of “General Practitioners”, complaining in bitter terms against 
the druggists for encroaching upon their province, by prescribing for the 
sick’. From this time onwards the title ‘General Practitioner’ is regularly 
encountered in the medical journals. An editorial in the Lancet of January 
23, 1830, notes that the Handey case confirms the privileges of the licensed 
apothecary, but does not alter the law concerning those who are members of 
the College of Surgeons exclusively :— 


‘The privileges of surgeons remain unaltered. Far different, however, is the 
position of the licensed apothecary, whether he be or be not a member of any 
College of Surgeons; and far different is the position of every general practitioner, 
and of every apothecary who is at this moment legally qualified, from having been an 
apothecary before the Act of 1815 came into force, viz. on the 1st of August in that 
year. The strength, the power, the wealth, the respectability, and the utility, of the 
general practitioner, will now extend to their legitimate limits. Instead of being tied 
and oppressed by the law, and degraded in the eye of society, he is now encouraged 
and protected by the legal institutions of his country, and he will soon be recognized, 
as he always ought to have been, in the highest circles of the community, as a man 
of science, a scholar, and a gentleman’. 


The leader-writer goes on to abuse the bogus consultant, ‘the mean, 
tricking, cajoling, conceited, empty-headed, steam-manufactured Scotch 
Dub . . . who obtains all his information of the case from the general prac- 
titioner—hums and hahs, and nods assent, and by way of doing something, 
converts a red mixture into a white one, or a white mixture into a red one, 
cooly pockets his one or two guineas, and laughs in his sleeve at the un- 
fathomable folly of his dupes’. But, he adds as an afterthought, ‘Let it not 
be inferred, from any portion of our language, that we deny the possession 
of attainments, and very high attainments, to many of our physicians’. 


THE SOCIETY OF GENERAL PRACTITIONERS 
The medical journals of 1830 contain much about proposals for a public 
dinner and the presentation of a piece of plate to Mr. Handey. Both of 





*‘An Essay on the Education and Duties of the general Practitioner in Medicine 
and Surgery’ will be found in Transactions of the Associated Apothecaries and Surgeon- 
Apothecaries of England and Wales (1823, 1, 1). This is the earliest instance I have 
so far encountered. 
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these projects seem to have fallen through, but the Lancet of March 8, 1830, 
had a letter from ‘Omicron’ (of Hoxton) proposing that the Medical Dinner 
would be a favourable occasion for considering the formation of a society 
for the ‘protection of the rights of the medical profession’. “The interests of 
the great body of general practitioners’, says Omicron, ‘stand alone and un- 
protected against the numerous assaults and inroads continually made on 
them’. This suggestion was quickly followed up, and on May 1, 1830, the 
Metropolitan Society of General Practitioners in Medicine and Surgery was 
instituted under the presidency of Mr. William Gaitskell. From the full 
Prospectus™ published in the medical journals it appears that the Society 
was intended as ‘a union of the practitioners of this class throughout 
England and Wales, for the protection of their mutual and individual 
interests’. Its programme included alterations in the laws and customs re- 
lating to medical practice; measures to advance medical science; periodical 
meetings for scientific discussion and social intercourse; the creation of a 
general fund and of a benevolent fund for the relief of distressed medical 
men and their families; it was also proposed to secure a house or chambers 
and to form a library. Rooms were actually engaged at No. 4 Regent Street, 
but although the Society at first met with strong support it had many 
opponents and its existence was very brief. The Lancet never approved the 
scheme, and it appears to have taken particular exception to the use of the 
term ‘general practitioners’. The writer of an editorial of June 19, 1830, 
asks ‘If the regularly-educated members of a College of Surgeons be equal, 
in point of learning and skill, to the man who has purchased an Aberdeen 
diploma for fifteen or twenty pounds, why is the former to be stigmatised by 
the title of “general practitioner”, while the latter is dignified by that of 
“doctor”?’ The Lancet of July 1 has a reference to “The Society for the 
Degradation of English Surgeons’, and the issue of July 17 says ‘It is a 
curious way of increasing “respectability”, to descend from the title of 
surgeon to that of general practitioner. A conveyancer, in order to elevate 
the general character of his calling, would scarcely assume the appellation 
of pick-pocket’. On July 24 ‘One of the Committee’ replied to these jibes, 
pointing out the limitation on the practice of physicians and surgeons and 
affirming that ‘the general practitioner, on the contrary, does not, when 
called upon, stop to inquire if his patient is affected with a surgical or 
medical disorder; he feels himself “doubly armed” for either emergency, 
and by this double application of his skill, he feels, and is able to assert, 
his superior consequence; and it is upon these grounds we take our stand; 
we do not want to borrow a consequence from the mere name of surgeon 
or doctor, we hope to be able to assert our consequence by our utility . . . 
The title of general practitioner does not, I humbly assert, degrade us. A 
man may degrade a title, but the title cannot degrade the man’. 

In a characteristic reply to this the Lancet comments: ‘How monstrous a 
title for men of learning and character, whose minds are stored with the 
richest treasures of the sciences, and who ought always to appear in the first 





EVOLUTION OF THE GENERAL PRACTITIONER 179 


ranks of society. “General practitioner!”"—“Men of all work” would not 
be a whit more absurd or irrational. A more clumsy, a more vulgar, or a more 
inapplicable expression could not be found’. Continuing the attack on 
August 7, the Editor says that the Society of General Practitioners has 
degenerated to the same position as any of the old medical societies, affirms 
that the general sense of the profession is against the Society, and predicts 
its early demise. The same issue contains a letter from ‘Medicus’ asking 
‘Are you anxious that the compounder of drugs, and the half-guinea 
accoucheur, the half-educated, untitled, general practitioner, should be 
placed upon a level, should hold the same footing in society as, and be 
equally respected with, the well-educated possessor of a medical degree? 
Sir, you are doing mischief. You are holding out hopes that never can, and 
ought not to be, realised’. 

But the Lancet was, for once, backing the wrong side. Although the 
Metropolitan Society of General Practitioners camé to an untimely end, the 
general practitioner slowly established himself during that great era of re- 
form, and in time he flourished. The matter was stated very succinctly by a 
correspondent of the London Medical Gazette, who wrote: ‘We are a body 
of men who exist because the wants of society have raised us up. The pure 
practitioner of surgery, or of obstetrics, can subsist only in a populous city. 
The physician, indeed, earns his bread in the country ; but there is room for 
one physician only, where there may be twenty general practitioners’. 
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CURRENT THERAPEUTICS 
L._THE PRESENT ROLE OF THE SULPHONAMIDES 
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Ir is now sixteen years since Domagk published the results of his first 
successful experiments on the control of streptococcal infection with a 
sulphonamide dye which he named ‘prontosil rubrum’. Since then some 
2000 compounds containing the sulphonamide grouping have been prepared 
and tested for antibacterial activity, and many have been found sufficiently 
active to be used for the treatment of bacterial infections. Although the sul- 
phonamides have now been replaced to some extent by newer remedies de- 
rived from moulds and other saprophytic micro-organisms, they continue 
to be used on a large scale, and indeed production of certain of the sul- 
phonamides is reported still to be on the increase. This is due partly to the 
large amounts now used in veterinary practice where the antibiotics, be- 
cause of their greater cost, have at present a more limited scope. In clinical 
practice, however, the sulphonamides still continue to play an important 
réle. Ease of administration, low cost and ready availability are important 
considerations in determinining their popularity among practitioners, but 
therapeutic effectiveness is still a major factor. 


PROPERTIES OF THE SULPHONAMIDES 

The sulphonamides are bacteriostatic at low concentrations, bactericidal at 
high, but as used in therapy the action is largely bacteriostatic. In the urine, 
however, much higher levels are attained from concentration of the drug in 
the renal tubules and this enables a bactericidal action to take place. Accord- 
ing to the current theory, first enunciated by Wood (1940) and Fildes 
(1940), the sulphonamides act by virtue of their similarity to p-amino- 
benzoic acid, which they replace in the metabolism of susceptible bacterial 
cells. They are, however, unable to serve the metabolic needs of the bac- 
terium, and growth and cell division are interfered with. As bacteria which 
are multiplying rapidly have greater metabolic requirements, the sul- 
phonamides exert their inhibitory effect most readily during the phase of 
active growth. The sulphonamides are therefore more active in acute in- 
fections such as pneumonia and cellulitis, and are practically without effect 
on indolent infections or on micro-organisms enclosed in septic foci. The 
sulphonamides are antagonized by p-aminobenzoic acid, and also by certain 
amino-acids and peptones. They are therefore inactive in the presence of 
pus and tissue-breakdown products which contain such substances. Thus 
February 1952. Vol. 168 (180) 
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they cannot be used for the sterilization of abscesses, and are ineffective in 
the treatment of septic wounds. 


CHOICE OF SULPHONAMIDE AND DOSAGE 

Although the sulphonamides show a certain degree of specificity, sulpha- 
pyridine being more potent against the pneumococcus, and sulphamezathine 
against the staphylococcus and dysentery group, these differences are slight 
and are not of practical importance. More important are the general potency 
and the pharmacological properties, absorption, excretion and toxicity. It is 
because of these properties that the pyrimidine sulphonamides, sulpha- 
diazine, sulphamerazine and sulphamezathine, have now largely replaced the 
earlier compounds. Sulphanilamide, for example, is now little used except as 
a local application to the peritoneum or to operation wounds. This is be- 
cause the side-effects, nausea, vomiting and cyanosis, make it unsuitable for 
systemic use. For the same reason sulphapyridine and sulphathiazole have 
largely been abandoned, though the latter is still used in combination with 
pyrimidine sulphonamides and for the preparation of creams for local 
application to the skin. Sulphadiazine (sulphadimidine), the original 
pyrimidine sulphonamide, is still widely used but is combined with other 
sulphonamides because of its low solubility in the urine. The customary 
combination is with sulphamerazine and sulphathiazole sold under such 
trade names as ‘sulphadital’ and ‘sulphatriad’. Sulphamezathine and its 
isomer ‘elkosin’,* having a comparatively high solubility, are administered 
uncombined with other sulphonamides. For intestinal bacteriostasis sulpha- 
guanidine was at one time widely used but it has a low potency and is not 
entirely free from the dangers of crystalluria. It has now been replaced by 
succinyl- and phthalyl- sulphathiazole, which are not absorbed from the 
intestine and act by a slow liberation of sulphathiazole in the colon. The 
only other preparation in wide use at the present time is sulphacetamide 
(albucid). The comparatively low pH of the sodium salt renders it par- 
ticularly suitable for use in eye diseas2. It is also included with sulpha- 
diazine and sulphamerazine in certain sulphonamide mixtures. 

Dosage of the sulphonamides has now become fairly standardized. In an 
infection of moderate severity a loading dose of 4 g. is followed by 1 g. 
four-hourly, until the temperature has subsided, and then 1 g. eight-hourly 
for a further two days. In severe infections the loading dose of 4 g. is re- 
peated four hours later, and then 1.5 g. is given four-hourly. In fulminating 
infections the initial dose is given intravenously in the form of the sodium 
salt diluted to 10 ml. and injected very slowly, and intravenous dosage is 
also used when vomiting prevents oral treatment. 


COMPARISON WITH THE ANTIBIOTICS 
The sulphonamides differ from the antibiotics in potency, in bacterial 





*Elkosin is not available in the United Kingdom. 
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spectrum and in toxicity. Table 1 gives a comparison with some of the 
commoner antibiotics as regards potency and toxicity. Aureomycin and 
streptomycin are of the same order of toxicity as the sulphonamides, though 
rather more toxic than sulphadiazine or sulphamezathine. Penicillin, on the 
other hand, is slightly more toxic than either the sulphonamides or the other 
antibiotics. ‘These figures for toxicity are derived from experiments made on 
mice and are not necessarily applicable to man. The ‘toxicity’ of penicillin, 
for example, depends largely upon individual sensitivity, and this varies 
greatly in different species. In guinea-pigs, for example, a daily dosage as 
low as 4 mg. per kg. may be fatal. It is probable, however, that toxicity in 
man is of the same relative order as in mice. 

As a measure of potency the minimal concentration required to inhibit 
growth in vitro has been used, and data are given in table 1 for the pneumo- 
coccus and the group A hemolytic streptococcus, two organisms which are 


TABLE 1 





Relationship of Toxicity to Antibacterial Action of the Sulphonamides and the 
Antibiotics 





Minimal inhibitery concentration in 











Maximum | vg. per ml. 
Antibacterial agent | tolerated | 

| dose in mice | " | Hemolytic streptococcus, 

| G./kg. daily | Pneumococcus Group A 
Penicillin 0.04 0.02 0.01 } 
Terramycin °.2 o.1 
Aureomycin 0.2 °.3 0.2 
Chloramphenicol | | 3 4 ' 
Streptomycin 0.2 12 20 
Sulphathiazole o.1 200 300 
Sulphadiazine I 1000 500 
Sulphamezathine 0.5 800 1000 | 
Sulphanilamide 0.3 4000 | 1000 | 








susceptible, not only to the sulphonamides, but to all the commoner anti- 
biotics. It will be observed that streptomycin is 80 times as potent as 
sulphadiazine; chloramphenicol 300, aureomycin 3000, and penicillin 50,000 
times as potent on a weight for weight basis. Against the hemolytic strepto- 
coccus, streptomycin is only 25 times as potent, but penicillin is again 50,000 
times as potent as sulphadiazine, the other antibiotics occupying an inter- 
mediate position. There is thus a striking contrast between toxicity, which 
is similar for all these agents, and potency, which is so much less in the 
case of the sulphonamides. It follows therefore that when an organism is 
susceptible both to the sulphonamides and to one or more of the anti- 
biotics, the latter will generally be the agent of choice. As a result, the 
tendency now is to restrict sulphonamide therapy to those infections which 
are so highly susceptible that a prompt response may be expected and the 
danger of a toxic reaction thus reduced, since duration of treatment is an 
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important factor in toxicity. Sulphonamide treatment is also indicated for 
those infections which rapidly become resistant to the appropriate anti- 
biotic, generally streptomycin, as, for example, in coliform infections. 


COMBINED SULPHONAMIDE AND ANTIBIOTIC TREATMENT 
When an organism is sensitive to the sulphonamides and also to one or more 
of the antibiotics it may be questioned whether simultaneous administration 
of two or even all may be advantageous. Generally speaking, it may be said 
that when the bacterial strain is of similar sensitivity to each of the pair the 
effect is additive or synergic. When, however, it is much more sensitive to 
one than to the other, the action of the more potent agent is not assisted and 
may even be impaired (Spicer, 1950). Antagonism is particularly likely to 
occur when a bacteriostatic and a bactericidal agent are combined: for 
example, the sulphonamides antagonize penicillin when the latter is present 
in bactericidal concentration (Garrod, 1945). When the penicillin is present 
in threshold concentrations, however, the addition of a sulphonamide in- 
creases the effect (Bigger, 1944). Thus a sulphonamide may assist the action 
of penicillin against a resistant strain of Staph. aureus or against a sensitive 
strain which is not readily accessible, as in meningitis. This apparent 
anachronism between synergism on the one hand and antagonism on the 
other may be explained by the fact that both the bactericidal and bacterio- 
static actions of these agents are greatest when the organism is in a state of 
rapid growth. Thus any agent which slows the rate of growth diminishes 
the bactericidal powers of the more potent remedy. As both aureomycin and 
chloramphenicol are bacteriostatic, combined treatment with a sulphona- 
mide is not contraindicated. 

Streptomycin presents a different problem in relation to combined treat- 
ments. Although bactericidal, it rapidly loses its potency from the survival 
of drug-resistant organisms which are present in every strain. This may be 
counteracted by combining the streptomycin with another agent to which 
the organism is sensitive. In this way the development of resistant forms is 
inhibited. 


INDICATIONS FOR SULPHONAMIDE TREATMENT 
The order of sensitivity of those organisms which are susceptible to the 
sulphonamides is shown in table 2. The bacteria and viruses in this table 
have been divided into four groups: those whose growth is inhibited by 
concentrations of less than 1 mg. per cent.; those requiring 1 to 3, 3 to 10, 
and 10 to 20 mg. per cent. of a potent sulphonamide. As the average con- 
centration in the blood and tissues following normal therapeutic dosage is 
in the region of 9 mg. per cent., it follows that those organisms in the first 
three groups will be inhibited when such dosage is used, but those in the 
last group only with certainty in infections of the urinary passages. As 
antibiotics are available for almost all of the organisms given in this table, 
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and are for the most part more potent than the sulphonamides, the present 
tendency is to limit sulphonamide treatment to those in the first group, that 
is, to those susceptible to less than 1 mg. per cent. of sulphadiazine or one 
of its derivatives. This group will therefore be considered in some detail, 
and brief reference then made to the remainder. 


TABLE 2 





Sensitivity of Micro-organisms to the Sulphonamides* 





Mi ° Minimal inhibitory 
viicro-organism concentration 





\ Meningococcus | 
Shig. dysenteria Shiga ' 
” » Flexner ©.1 to 1 mg. per cent. 
“- as Sonne 
Strep. 8B hamolyticus 
Pneumococcus 





Esch. coli 
Gonococcus 
Friedlanders bacillus 1 to 3 mg. per cent. 
H. influenza 
Hi. ducreyi 

Sal. cholera suis 





P. pestis 

Virus of lymphogranuloma inguinale 
»» 9 trachoma 3 to 10 mg. per cent. 
»» 9» lymphocytic choriomeningitis 

i B. anthracis 

' V. cholera 





A. aerogenes 
Proteus vulgaris 
Staph. aureus 
Strep. a-hamolyticus 
»» non-hemolytic 
Cl. welchii 10 to 20 mg. per cent. 
»» Septicum 
»» histolyticum 
»» tetani 
Actinomyces bovis 
Brucella abortus 


me melitensis 


| 
| 

















*Inhibitory concentrations in the case of the viruses have been roughly assessed on the 
basis of in vivo control. 


The meningococcus, more susceptible than any other pathogenic organism 
to the sulphonamides, is so readily inhibited that even sulphanilamide is 
highly effective in the treatment of infections due to this organism. The 
lowest mortalities, however, have been obtained in series treated with 
sulphadiazine, which combines high blood levels with rapid diffusion into 
the cerebrospinal fluid, so that high cerebrospinal concentrations can readily 
be attained. As the urinary output in cerebrospinal fever is often low, it is 
wise to give the sulphadiazine in combination with sulphathiazole and 
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sulphamerazine in the form of ‘sulphatriad’ or some similar preparation. 
Penicillin is not indicated in cerebrospinal fever. The meningococcus is 
relatively insensitive to it, and poor penetration into the cerebrospinal fluid 
necessitating intrathecal injection involves an added risk, so that penicillin 
has been found to give less satisfactory results than the sulphonamides 
(Meads et al., 1944). An initial dose of sulphadiazine should be given 
intravenously, and this should be followed by ‘sulphatriad’ given orally in 
standard dosage, as for a severe infection, i.e., 1.5 g. four-hourly in an adult. 
If oral treatment is not possible because of vomiting, intravenous sulpha- 
diazine should be continued in a dosage of 3.5 g. twelve-hourly. Sulpha- 
mezathine is not recommended as it does not diffuse readily into the cerebro- 
spinal fluid and dosage must therefore be correspondingly higher. Treatment 
should be continued at full dosage for two days, then reduced to 1 g. four- 
hourly until the fourth day, 1 g. eight-hourly until the seventh day, and 
0.5 g. eight-hourly until the tenth day. 

Chronic meningococcal septicemia responds dramatically to the sul- 
phonamides. As the differential diagnosis between erythema nodosum and 
chronic meningococcal septicemia is often difficult, the response to sul- 
phonamides may be used as a therapeutic test, and this should always be 
tried when there is not an obvious tuberculous cause. Standard dosage of 
sulphatriad or sulphamezathine is used. 

The shigelle are highly susceptible to the sulphonamides, and though 
certain of the antibiotics are effective they are seldom required for the 
treatment of bacillary dysentery. Streptomycin given orally and also chloram- 
phenicol have been found to have roughly the same therapeutic effect 
(Ross et al., 1949, 1950), but are more expensive, so that the sulphonamides 
continue to be used for routine treatment. As dysentery is a bacterial in- 
vasion of the intestinal wall it is insufficient to attain inhibitory concentra- 
tions in the intestinal contents as such. An adequate sulphonamide blood 
level is of greater importance. The well-absorbed sulphonamides therefore 
give a readier response than do sulphaguanidine or succinyl- or phthalyl- 
sulphathiazole. As the urine output in dysentery tends to be low, crystalluria 
must be avoided at all costs. It is therefore advised that sulphamezathine or 
sulphatriad be used. They should be given in standard dosage until the fever 
and diarrhoea have subsided, and then at half dosage until the rectal swab 
culture has become negative. Even with these sulphonamides it is important 
during treatment to ensure an adequate fluid intake: this should be sufficient 
to ensure a urine output of 50 oz. (1.4 litre) daily. For this purpose a basic 
intake of five pints (2.6 litres) daily is required, with additional amounts to 
allow for loss in the stools. Should the stool culture continue to be positive 
after the seventh day, succinyl- or phthalyl-sulphathiazole should be sub- 
stituted for the early sulphonamide treatment. A dosage of 3.5 g. should be 
given four-hourly, and continued until three consecutive negative swabs 
have been obtained. 
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The 8-haemolytic streptococcus is much more susceptible to penicillin than 
to the sulphonamides, both in vitro and in vivo. A dosage of 120 units of 
penicillin a day, corresponding to 200,000 units in a human adult, will 
protect mice against one million lethal doses of the hemolytic streptococcus, 
whereas such an infection requires 16 mg. a day of sulphadiazine, corres- 
ponding to 21 g. in a human adult, i.e., some three times the normal thera- 
peutic dosage. Moreover, certain strains of the hemolytic streptococcus 
are resistant to the sulphonamides, whereas penicillin-resistant strains of 
the group A s-hemolytic streptococcus, the type commonly found in human 
infections, are not encountered. In view of this evident inferiority of the 
sulphonamides it is not surprising that they have often proved unsatisfactory 
in the treatment of human streptococcal infection. Controlled trials have 
shown them, for example, to be quite ineffective when given systemically in 
tonsillitis and scarlet fever (Rhoads and Afremow, 1940; McDonald and 
Watson, 1951; Landsman et al., 1951), in which penicillin is capable, not 
only of clearing the throat of organisms, but also of modifying favourably 
the course of the disease (Spink et al., 1946). There is, however, evidence 
that the higher concentrations attained by local insufflations of, for example, 
sulphathiazole power, are effective. Given in this way they are as active as 
local penicillin used as a lozenge, but not so potent as intramuscular peni- 
cillin (Lawrence and Francis, 1952). ‘To apply sulphathiazole locally the 
powder is placed in an insufflator and blown on to the throat to form an 
even coating. This should be repeated at hourly intervals during the day, 
but a total of 3 g. daily should not be exceeded. 

The sulphonamides are of definite value in erysipelas, puerperal fever and 
cellulitis, and may be used with advantage in mild forms of these infections, 
but in severe infections of this nature when it is felt that septicemia may 
supervene, penicillin should be substituted. 

The pneumococcus is less susceptible than the organisms so far considered 
but is nevertheless easily inhibited by the sulphonamides provided the in- 
fected area has an ample blood supply, so that there is easy access of the 
drug to the infected tissues. Pneumococcal pneumonia, whether of lobar or 
peribronchial distribution, responds satisfactorily to the sulphonamides. 
As some 70 per cent. of pneumonias are pneumococcal, routine treatment 
with the sulphonamides in the absence of bacteriological control is justified. 
More rarely a hemolytic streptococcus, Friedlander’s bacillus or H. influenza 
is responsible, and these also are susceptible to the sulphonamides. Staphylo- 
coccal pneumonia requires penicillin or aureomycin, and when this is 
suspected from the presence of a staphylococcal infection elsewhere in the 
body, or when a pneumonia fails to respond within thirty hours, penicillin 
or aureomycin should be substituted. In pneumococcal pneumonia as such 
there is little to choose between the sulphonamides and penicillin. Penicillin 
has a more rapid effect and should be used in severely ill patients, but for 
most cases of pneumonia the sulphonamides are entirely satisfactory. When 
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treating pneumonia with the sulphonamides, sulphatriad or sulphamezathine 
should be used in standard dosage. The dose may be halved when the 
temperature has become normal, but treatment should not be stopped until 
the seventh day of the disease, as, until resolution has begun, the condition 
is liable to relapse (Hawking and Lawrence, 1950). Empyema is unlikely to 
arise if treatment of pneumonia is begun early. A sterile effusion is not un- 
common but, if left, it is rapidly absorbed and will usually be found to have 
gone in a week. Should aspiration reveal that the effusion is purulent it 
should be aspirated and penicillin therapy substituted. Should the effusion 
recur, intercostal tube-drainage or rib-resection is likely to be required. 

In pneumococcal meningitis, although the sulphonamides are capable of re- 
ducing mortality, they cannot be relied upon to control the infection. In 
combination with penicillin, however, they have given excellent results, and 
provided treatment is begun sufficiently early only some 1o per cent. of 
patients succumb to this otherwise fatal disease (Smith et al., 1946). Sulpha- 
triad should be used in maximal dosage, and the penicillin should be 
administered both intramuscularly and intrathecally, by the former in a 
dosage of 1 mega unit followed by 250,000 units twelve-hourly, by the 
latter, 20,000 units daily in an average adult, 8000 units in a young child, 
with a corresponding modification of the systemic dose. Treatment should 
be continued for at least five days. If the fluid is very turbid, lumbar puncture 
should be repeated twelve-hourly so that an incipient spinal block may be 
detected. In such an event the penicillin will have to be injected intra- 
cisternally or intraventricularly. 


COLIFORM INFECTIONS 


The sulphonamides are used both in treatment and prevention of infection 
with the Escherichia coli. Treatment is required chiefly in urinary infections, 
less commonly in bacteriamia and meningeal infection. The sulphonamides 
are also used as prophylactics in surgery of the colon or appendix. Although 
streptomycin, aureomycin and chloramphenicol are more powerful in- 
hibitory agents they are seldom required for the treatment of pyelitis due 
to this organism, as the high concentration of sulphonamide in the urine is 
rapidly bactericidal. In bacteria#mia and meningitis, however, streptomycin 
is preferred, and should be combined with sulphonamides or one of the 
other antibiotics to prevent the development of drug-resistant strains. For 
urinary infections, sulphamezathine has been found most satisfactory, 
presumably because of its high solubility in the urine. Small doses can be 
used, but it is generally preferable to use the standard dosage schedule 
described earlier. The dose may be halved when the temperature has become 
normal, and this should be continued until the urine is free of pus. Should 
the condition relapse, a full renal tract investigation is advisable to exclude 
such predisposing factors as anatomical abnormalities, calculus formation 




















188 THE PRACTITIONER 





or renal tuberculosis. ‘The less common urinary infections for the most part 
respond to sulphonamide treatment. Only those due to Streptococcus facalis 
and pseudomonas are likely to prove resistant, and these will generally be 
found to respond to mandelic acid therapy. 

The sulphonamides are now little used in gonococcal infections as their 
widespread employment in the past has resulted in the survival largely of 
resistant strains, so that at the present time some 40 per cent. are wholly, 
and 30 per cent. partially, resistant (Fischer, 1946). Penicillin is therefore 
the routine treatment at present. 

For the Friedldnder’s bacillus more powerful agents are now available in 
streptomycin, aureomycin and chloramphenicol, but the sulphonamides are 
effective in pneumonia due to this organism if used at an early stage (Hyde 
and Hyde, 1943). Later, when suppuration has occurred, they are of little 
value. 

Of the remaining organisms which are sensitive to the sulphonamides 
H. ducreyi, the etiological agent in soft sore, readily responds, particularly 
if the sulphonamide is applied locally as a powder. One advantage of sul- 
phonamide therapy is that it does not suppress a concomitant syphilitic 
infection, as would be the case if aureomycin, to which H. ducreyi is also 
sensitive, were used. A prolonged follow-up is thus avoided, and it is largely 
for this reason that the sulphonamides have remained the treatment of choice 
in soft sore. For routine treatment sulphathiazole should be applied locally 
as a powder, and sulphamezathine or sulphatriad given by mouth as a 
seven-day course. 

For the Salmonella group—the typhoid, paratyphoid and the food poison- 
ing organisms—chloramphenicol is the most potent agent, and the sul- 
phonamides of little or no value. 

Of those infections due to the less sensitive organisms, plague, and 
lymphogranuloma inguinale are more effectively treated with the antibiotics, 
but lymphocytic choriomeningitis is considered to respond to treatment with 
the sulphonamides, and for trachoma both systemic and local sulphonamide 
is used. In anthrax penicillin appears to give better results than the sul- 
phonamides, but a combination of the two probably produces the most 
satisfactory effect. 

In cholera, definite benefit has followed the use of the poorly absorbed 
sulphonamides. Sulphaguanidine has been chiefly used in the past, but 
‘formo-sulphathiazole’, a compound of formalin and sulphathiazole, has also 
given valuable results, and succinyl- and phthalyl-sulphathiazole should be 
equally effective, although there is little information at present on their 
value. An initial dose of 3 g. should be followed by 1 g. two-hourly for six 
hours, then four-hourly for one to two days; thereafter eight-hourly until the 
seventh day. Although chloramphenicol is a more potent agent it is rapidly 
absorbed from the intestine, and is likely to prove ineffective in cholera, 
which is an infection of the lumen of the lower part of the small intestine. 
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The last group of organisms, those which require a concentration of more 
than 10 mg. per cent. to inhibit growth, are generally resistant to treatment, 
as such concentrations cannot readily be maintained in the tissues. In 
urinary infections with A. aerogenes, proteus and Staph. aureus the sul- 
phonamides may prove effective, but in tissue or blood infections they are 
of limited value. Infections due to the «- and non-hemolytic streptococci 
and the clostridia are treated with penicillin as the sulphonamides have only 
a weak action and resistant strains readily develop. Actinomycosis, though it 
may heal under treatment with a sulphonamide, is more effectively con- 
trolled by combined treatment with penicillin and streptomycin. Abortus 
and Mediterranean fever have shown some response to sulphonamide treat- 
ment, but this is less than from treatment with aureomycin or chloram- 
phenicol. 


COMMON ABUSES OF THE SULPHONAMIDES 

Although the sulphonamides have now been in use for a sufficient time for 
their range of activity to be clearly defined, they are still often misused. 
Thus, although certain of the sulphonamides have an antipyretic action they 
are not particularly effective in this field. Nevertheless, they are quite 
commonly used in the treatment of pyrexia of undetermined cause. It might 
be thought that if a sulphonamide is given in such circumstances it would do 
good if the fever is due to a sulphonamide-sensitive organism, and if not, 
it can do no harm. This is far from being the case. Obscure pyrexia when 
fully investigated is seldom discovered to be due to a sulphonamide-sensitive 
organism, for such infections usually give rise to characteristic symptoms 
and signs. Moreover, the administration of a sulphonamide often results in 
sensitization of the patient to the drug, and this may have serious con- 
sequences if a sulphonamide is given at a later date. Further, such sensitiza- 
tion may be a not uncommon cause of such collagen diseases as peri- 
arteritis nodosa and lupus erythematosus disseminatus. Certainly a history of 
recent administration of a sulphonamide is commonly forthcoming in such 
patients, and several instances have been reported in which periarteritis 
nodosa has followed a sulphonamide reaction though no symptoms or signs 
of the disease were present before sulphonamide treatment was given. 
Indeed, in one instance periarteritic changes were found at a site at which a 
biopsy taken before sulphonamide treatment had shown no such change 
(Rich, 1942). Apart from these more speculative sequelz such serious toxic 
manifestations as agranulocytosis and aplastic anemia are just as likely to 
arise with the present-day sulphonamides as with the more toxic compounds 
of previous years. 

Apart from such misuse in undiagnosed fevers, the sulphonamides are 
still often employed in the treatment of infections such as tonsillitis, bron- 
chitis or influenza, in which they are valueless. Unfortunately, it is often 
just these cases in which serious toxic sequelz often arise. It is much better, 
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both for the patient’s comfort and the practitioner's peace of mind, that 
treatment in such cases be restricted to palliative measures. 
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REVISION CORNER 
THE TREATMENT OF HERPES ZOSTER 


Tus common disorder is probably a virus infection. Attacks vary in intensity 
from mild discomfort for a few days, to severe pain with haemorrhagic or gan- 
grenous lesions followed by post-herpetic neuralgia. It is quite impossible to 
predict the severity of an attack and how long symptoms are likely to persist; 
therefore it is extremely difficult to assess the value of any remedy. The en- 
thusiastic reception accorded to a series of ‘latest’ remedies in recent years—the 
vitamins, the sulphonamides, the antihistamines, and now aureomycin and 
chloramphenicol—suggests that the enthusiasm and zeal of the individual prac 
titioner may play a not inconsiderable part in the success of treatment. The more 
severe types are usually found in elderly patients, and it is rare to see a severe 
attack in the under forty age-group. 

It may be useful to recall that zoster may complicate a number of general 
affections which will require appropriate treatment :— 

(1) Drugs: arsenic, organic and inorganic; gold, bismuth, lead, mercury and 
iodides. 

(2) Infections: syphilis, encephalitis, tuberculosis, and influenza or vaccination. 

(3) Leukemia. 

(4) Spinal tumours. Hodgkin’s disease. 

(5) Trauma, wounds, operations or spinal manipulations. 


Generalized, bilateral and recurrent zoster are all rare and should be an indica- 
tion to reconsider the diagnosis. 


LOCAL APPLICATIONS 

A mild attack presents little difficulty in treatment. In the early stages it may be 
aborted by painting the lesions with collodion, but once vesicles have formed this 
will no longer be effective. The vesicular stage requires frequent applications of a 
dusting powder such as :— 

Zinc oxide 4 oz. (15.5 g.) 

Bismuth carbonate 1 oz. (31 g.) 

2 oz. (62 g.) 

or a shake lotion such as calamine lotion with 0.5 per cent. phenol. The affected 
area should be padded with cotton-wool and protected from exposure to cold 
air. When crusts form, 2 per cent. calomel in zinc cream or tannic acid jelly 
(Hallinan, 1950) can be applied. Local applications of thiamine hydrochloride, 
50 mg. in 8 ml. glycerin (Gross, 1947) are said to be most soothing. When sepsis 
occurs, ‘vioform’ ointment or cream (Martin-Scott, 1949) should be substituted. 
The burning discomfort can be alleviated by small doses of acetylsalicylic acid 
and quinine. 

In the more severe forms the patient is best confined to bed; sedatives and 
analgesics are required in effective doses. The barbiturates, pethidine, codeine, 
and even morphine may be necessary. 

If the eyelids, cornea or conjunctiva are involved, atropine drops should be in- 
stilled and cold compresses of 0.5 per cent. aluminium subacetate applied to the 
lids. For purulent conjunctivitis, drops or washouts with penicillin, 500 units 
per ml. of normal saline, can be used. 
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Numerous adjuvant remedies have been recommended, either to cut short the 
attack or to relieve the troublesome post-herpetic neuralgia. 


PHYSICAL METHODS 

Small doses of X-rays (Ellis, 1949), 100r unfiltered to the affected area of skin, 
and 150r filtered through 3 mm. of aluminium at 30 cm. to the affected posterior 
root ganglia, repeating the dose every ten days for a total of three (Keichline, 
1934). 

Ultra-violet rays (Troup, 1950) in small doses on alternate days for three to 
four doses, or daily doses of infra-red rays. 

Continuous galvanic current, 2 to 3 milliamps over the nerve root for ten minutes 
two or three times a day. 

Ethyl chloride spray applied frequently to the affected area. 

Protective dressings of paraffin wax (Fox, 1922) of melting point 114 to 120° F. 
(45-6 to 48.8° C.) applied by spray daily and covered with gauze. 


THE VITAMINS 

Vitamin B complex in large doses by mouth, or subcutaneous injections of 
thiamine, 3000 I.U. (10 mg.), daily for six to ten days (Goodman, 1939). 

A crude liver preparation (Gaskell, 1949) such as ‘plexan’, 2 to 4 ml., injected 
on alternate days, is an easy and valuable remedy. 

Vitamin B,,, 2 ml. injected intramuscularly on the first, second and fourth 
days (Jolles, 1950). It is worthy of note that vitamin B in very large doses may 
initiate herpes zoster (Steinberg, 1938). 


DRUGS 
Ergotamine tartrate is given in 0.5 ml. doses subcutaneously, on six successive 
days. 

Dihydroergotamine tartrate 45, in doses of 1 to 2 ml. intramuscularly (Combes 
et al., 1950). Action is more rapid by the intravenous route. 

Pituitrin (Sidlick, 1930), 0.5 to 1 ml., once or twice daily, is a most popular 
remedy. Like ergot, pituitrin is contraindicated in pregnancy and in hyperpiesia, 
so these remedies are not always applicable to the aged. 

Sodium iodide (Ruggles, 1930) by intravenous injection, in doses of 2 g. con- 
tained in 10 ml. of a 20 per cent. solution on the second, fourth and seventh days. 
The possibility of iodide intoxication aggravating the herpes attack should not be 
forgotten. 


PROTEIN SHOCK 

Autohemotherapy, 10 to 15 ml. of blood injected intramuscularly every third 
day. This is a really valuable remedy (Poth, 1949). 

Diphtheria antitoxin, 5000 units, repeated on the third day (Macht, 1937). 

*Protamide’, a colloidal solution of a proteolytic enzyme, 1.3 ml. daily, intra- 
muscularly (Marsh, 1950). 

‘Contramine’, 0.125 g. intramuscularly, daily until pain ceases (Bengis, 1946). 

Moccasin venom, 1 in 3000 solution, 0.1, 0.15, and 0.2 ml. intradermally, at 
three-day intervals (Denny et al., 1949); cobra venom and sulphanilamide (Tan, 
1947) are even more exotic remedies. 
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CONVALESCENT SERUM 

This was first suggested by Gunderson (1935). When available, it is valuable in 
corneal infections, in doses of 200 to 450 ml., from donors three weeks to two 
years after infection (Becker, 1948). 


SURGICAL MEASURES 
Injection of the ganglia with novocain as a temporary, and with alcohol as a 
permanent, measure relieves severe cases (Findley and Patzer, 1945). Section of 
the posterior nerve roots proximal to the ganglia, or cordotomy is the final 
alternative (Hamilton, 1947). 


THE NEW ANTIBIOTICS 

Published reports in a series of cases treated with aureomycin claimed good 
results (Finland et al., 1949). The best results were obtained in cases treated 
before the middle of the second week after appearance of symptoms or lesions, 
the pain being relieved and the lesions drying up. If treatment was discontinued 
too early, new lesions appeared and pain recurred, but both could again be con- 
trolled by resumption of aureomycin. The aureomycin was given in doses of 4 g. 
daily until the lesions showed definite signs of healing, and then 2 g. daily for 
three to five days. The treatment appears to be beneficial rather than specific. 
Herpes zoster has been observed to develop in a patient who was undergoing a 
course of aureomycin treatment for another complaint (Schoenbach, 1947). 

A small series of relatively young patients was treated with chloramphenicol 
with improvement, except in two cases of persistent post-herpetic neuralgia 
(Dawson, 1949). 


Barham Carter (1951) treated a series of severe cases of herpes zoster in hospital. 
They were divided into four groups of eleven. The first group, the controls, were treated 
with glucose in capsules like aureomycin. The second were given aureomycin, 2 g. daily 
for six days. The third had aureomycin, 4 g. daily for four days. The fourth had chloram- 
phenicol, 2 g. daily for six days. Little difference was apparent between treated cases and 
controls in the appearance of fresh lesions, the amount and duration of pain, or the type, 
duration and frequency of paresthesiz. 

One case treated with glucose, which resulted in the apparent abortion about 
the fourth day of a severe attack of zoster involving the forehead and eyelid, pro- 
vides a good example of the confusing course of this disease. 

Early treatment with either aureomycin or chloramphenicol shortens the 
purulent stage and promotes earlier healing, strongly suggesting that these anti- 
biotics control only the secondary bacterial infections. In the present stage of 
knowledge there is no evidence that they influence the course of the virus in- 
fection. In view of the expense, these preparations should be used only in severe 
cases of herpes zoster ophthalmicus, or in elderly patients with involvement of 
several spinal segments, with severe pain and toxemia from secondary pyogenic 
infection. 
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NOTES AND QUERIES 


Glutamic Acid in Mental 


Retardation 

Query.—Following a recent article in the 
Reader’s Digest on the effects of glutamic acid 
on backward children, I have been asked by 
the parent of a mentally retarded child if there 
has been any further published work on this 
subject. I should be interested to know what is 
the considered view on the use of glutamic acid, 
and if the earlier work of Zimmerman has been 
borne out by later investigatocs. 


Rep.y.—Sufficient reliable work has now been 
published on the clinical effects of glutamic 
acid on backward children to allow the present 
position to be put to the intelligent parent of a 
backward child. It is unfortunate that so much 
publicits was given to the first published results, 
which were very striking indeed. 

There is no evidence that glutamic acid is 
able to alter the growth of a brain which is the 
seat of developmental anomalies or which is 
already deformed as the result of intra-uterine 
or later disease. It will, on the other hand, in 
certain defective children bring about an in- 
creased functional efficiency of such nervous 
tissue as is present, and this can be demon- 
strated as an increase in test-scores and educa- 
tional performance as well as a reduction in 
stormy behaviour, when this has been present. 
A child who gets a little nearer to the norm 
for his age as the result of this treatment in the 


first six months is unlikely to make similar 
gains in subsequent periods. A high proportion 
of all defective children show an irregular or 
immature electroencephalogram, or actually 
have epileptic fits or infantile convulsions at 
some time, and it is this group which appears to 
respond best to glutamic acid. Whilst it must 
be explained to parents that there is no question 
of glutamic acid turning a grossly defective 
child into a normal one, it is worth trying in 
irritable and moody children and in those 
showing much irregular activity in the electro- 
encephalogram. In children of borderline in- 
telligence it may produce sufficient sense of 
well-being and improvement in behaviour to 
render them more educable, but if it has no 
effect within two months, it may as well be 
abandoned. 

Glutamic acid is bulky and unpalatable and 
is apt to cause gastric upset and loss of appetite. 
It is best given in capsules and followed by 
long drinks of water or lemonade. When the 
family doctor is pressed by the parents of a 
backward child whom they are keeping at home 
there is little danger in giving it a trial. It must 
be explained, however, that this drug has 
brought no striking change to the prognosis of 
mental defect. When the defect is accompanied 
by attacks of petit mal it should always be tried, 
and, when tolerated, is often a safe and effective 
remedy for this condition. 

PROFESSOR ALEXANDER KENNEDY, M.D., F.R.C.P. 














Mouthwash to Discourage Smoking 
Query.—A patient who is often unwell through 
over-smoking has consulted me regarding the 
use of ‘copper gargles’ as a cure. Would you 
kindly advise, together with details? 
Rep.y.—Patients struggling to break the habit 
of smoking can be helped by the prescription of 
mouthwashes made of weak solutions (say, 1 per 
cent.) of copper sulphate or silver nitrate. 
Smoking within a few hours of rinsing the 
mouth with such a solution produces the most 
nauseating taste, and the knowledge that it will 
do so helps the avoidance of tobacco. The 
mouthwash is therefore used, as are ‘antabuse’ 
tablets in the treatment of alcoholism, as a sort 
of prophylaxis against the weakening of a 
previous determination not to indulge. 

Among other disincentives may be mentioned 
the statement, based on statistics published in 
America last year, that ‘the heavy smoker pays 
with 34.6 minutes of life for each cigarette he 


1 = 
smokes’! J. Stuart HENSMAN, M.B., B.CH. 


Fashionable Slimming 

Query.—A French system for slimming based 
on the principle of ‘tides’ in metabolism has 
recently been described in the lay press. If I 
interpret this correctly you can eat your fill up 
to midday and yet slim so long as you keep your 
‘eats’ to a minimum afterwards and do not go 
to bed too early! Do you think there is a scientific 
basis to support this theory? 

Repty.—How many fat people would prefer to 
forget the distasteful truth that matter cannot 
be created or destroyed—short of an atom 
bomb! Anyone who will offer them some fresh 
hope that their adipose tissue will somehow 
melt away, while they continue to ‘eat and drink 
what they like’, is at once a popular prophet. 
This latest idea from Paris, that by getting all 
the eating over by lunchtime the inevitable 
consequences of an indulgent appetite can be 
avoided, is based on no sound physiological 
principle. There is no evidence that the fires of 
the body burn brightly in the forenoon, con- 
suming all fuel heaped upon them. Nor is there 
evidence that at midday the body starts to 
conserve energy. Measurements of energy 
expenditure have been made over the years on 
thousands of people at different times of day, 
without showing anything so remarkable as 
these alleged ‘metabolic tides’, What, one is 
tempted to ask, happens to the obese night- 
worker who tries to follow thi: new regime? 
Apparently the only time she tay eat is when 
she should be sleeping! One may doubt whether 
this new fashion will prove popular with the 
Parisian lady of fashion. How, poor thing, can 


NOTES AND QUERIES 


195 


she be expected to be energetic continuously 
from noon to midnight on ‘just a glass of orange 
juice’? More likely she will need a few Pernod’s 
to keep her going, which may be helpful in the 
long run, by damping her enthusiasm for her 
‘petit-dejéuner a Il’ Anglais’ next morning. 

A. P. MEIKLEJOHN, D.M., M.R.C.P. 


Tenesmus in Typhoid Fever 

Query (from a reader in India).—In your issue 
of October 1951 (p. 452) Dr. Gwyn Evans 
mentions typhoid as one of the causes of tenes- 
mus. In my experience the evacuations in 
typhoid are not accompanied by colic or tenes- 
mus. Price’s “Textbook of Medicine’, on page 
97 of the latest edition, also says ‘the evacuations 
are not accompanied by colic or tenesmus’. 
I think the same holds good for paratyphoid also. 


Rep.y.—I would agree with your reader that 
tenesmus is not a frequent symptom of typhoid. 
It is, however, a symptom which does definitely 
occur with typhoid, and I must personally 
disagree with the statement that he quotes 
from Price’s “Textbook of Medicine’. I would 
draw his attention to Dowling (1945) in “The 
Acute Bacterial Disease’, page 256: in a survey 
of 1,500 cases of typhoid and paratyphoid 
infections ‘diarrhoea was present in as many as 
17% of cases and usually indicated ulceration 
of the colon’. The same author, in discussing 
paratyphoid infections (p. 276), lists among the 
symptoms ‘abdominal cramps, tenesmus and 
prostration’. Lakin (‘British Encyclopedia of 
Medical Practice’, 1951, 5, 203) likewise sup- 
ports this view, and a similar reference to 
tenesmus occurring in paratyphoid enteritis is 
also made by Bockus (Gastroenterology, 1945, 
2, 149). In one large epidemic of tyohoid which 
involved over 97 cases, in the investigation 
and treatment of whicn I was concerned, I can 
recall tenesmus occurring in several cases. 

R. Gwyn EVANS, M.B.E., T.D., M.D., M.R.C.P. 


Treatment of Incontinence 
Query.—For some time I have been medical 
officer in a large chronic hospital and I find that 
each ward appears to have a different method 
for dealing with incontinent patients, none of 
which appears to be satisfactory. Plainly, re- 
education in bowel function would be ideal, 
but in a number of patients cerebral changes 
make this impossible. What is the best method 
of dealing with incontinence of urine and faces 
in this type of patient? 


Repty.—The bladder and lower bowel in 
patients with incontinence of this type may be 
compared to the muscles of a limb affected by 
an upper motor neurone lesion. The muscula- 
ture of the viscus is more spastic, and is more 
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excitable in its response to the stimulus of 
stretch, than in the normal person. This results 
at first in frequency and precipitance of mic- 
turition and defecation. These symptoms may 
develop into incontinence if the patient becomes 
sufficiently confused, if he is confined to bed 
and does not receive every attention from his 
nurses, or if he has a ‘stroke’. In all these events 
it must be borne in mind that he has a bladder 
which is small and unduly excitable, and that if 
he is necessarily confined to bed, every allow- 
ance must be made for this by his nurses. If 
such a patient finds himself asking for a bedpan, 
and not receiving it quickly, then he has no 
other choice but to become incontinent. If he is 
ambulant he can look after himself. Up patients 
are almost never incontinent. 

The two pillars of treatment in this condition 
are rehabilitation and nursing. Every possible 
effort must be made to get the patient on his 
feet again. With a certain amount of time, and a 
lot of patience and understanding on the part 
of the medical officer and auxiliaries, this happy 
result can be achieved in cases which at first 
appear to be utterly helpless. Only when re- 
habilitation has failed completely should other 
methods of treatment be sought. It may seem 
unnecessarily obvious to stress the importance 
of nursing. Yet such a state of affairs will be 
found to exist in most hospitals, that as soon as 
a patient shows evidence of becoming an ‘in- 
continent’, instead of receiving a bedpan two or 
three times as often as the other patients in the 
ward, he ceases to receive one at all. In dealing 
with completely bedfast patients, the medical 
officer must ‘put across’ the patient’s point of 
view to the nurses, and stress that no matter 
how inconvenient, the needs of old people must 
be attended to at once, and they must be en- 
couraged to ask for the bedpan whenever 
required. If the two factors of rehabilitation and 
nursing are persisted in, the incontinence rate 
in chronic wards will fall considerably, even 
among those with apparently hopeless cerebral 
changes. Certain other procedures may assist 
towards controlling the condition but these are 
all secondary, and have met with varying 
success in different hands. Urinary infection 
should be looked for, and treated if present. 

Drugs may be given in an attempt to in- 
crease the capacity and decrease the excitability 
of the bladder and lower bowel. Ephedrine 
hydrochloride, 0.75 grain (50 mg.), tincture of 
belladonna, 10 minims (0.6 ml.), or the synthetic 
spasmolytic drug ‘trasentin’, 75 mg., the dose 
in each case being given four times daily, will 
help towards this end in a small proportion of 
cases. A useful procedure is the weekly enema. 
This should be used in those who have fecal 
incontinence of an almost continuous type. It 
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will usually ensure a clean bed for at least a day 
or two each week. A small urinal may be pre- 
pared for male patients by telescoping a thick 
rubber condom to a third of its length, inserting 
a rubber tube into the closed end and tags at 
the top so that it may be held in place by tapes 
round the patient’s back. This is useful only 
with patients who are almost completely im- 
mobile. It will keep the bed dry in a case in the 
advanced stage of multiple sclerosis, for 
example. 

Wilson claims good results from bladder re- 
education, using the cystometer. His paper 
should be consulted for details of the procedure 
(Lancet, 1948, ii, 374). It is most likely to be 
successful in cases of recent hemiplegia. 

Incontinence is a difficult condition to treat 
and still requires a great deal of investigation 
into its management. It is emphasized again 
that marked success can be expected only when 
every aspect of rehabilitation is explored, and 
the nursing is of high standard. 

Joun C. BROCKLEHURST, M.D. 


Abacterial Urethritis 
Query.—A married man, aged thirty-five, com- 
plained a year ago of a urethral discharge for no 
apparent reason. Bacteriological report on a 
smear read : ‘Negative for gonococcus. Numerous 
pus cells and gram-positive diplococci. Many 
small gram-negative bacilli present. Numerous 
epithelial cells. Few polymorphs’. On the basis 
of this I tried him on penicillin with no im- 
provement, and aureomycin with - slight 
improvement. Chloramphenicol cleared the dis- 
charge for six weeks. It has recurred now with 
slight frequency of micturition and some 
difficulty in passing urine. The latest report is: 
‘Mixed flora, non-hemolytic streptococci, diph- 
theroids and small gram-negative bacilli’. 

(1) If this is a case of non-specific urethritis, 
what further treatment would you advise? 

(2) What is the likeliest explanation of the 
cause? 

(3) Could you explain the urinary complica- 
tions? 

(4) What sequelz are likely to result in the 
near and distant future? 


Repiy.—(1) and (2). On the laboratory evidence 
this is a case of bacterial (non-gonococcal) 
urethritis, but as, in all probability, the meatus 
was not thoroughly cleansed with spirit before 
the smears were taken, the organisms seen may 
well have been the normal saprophytic flora 
which abound in these parts. The bacterial 
urethritis (non-gonococcal) is rarely venereal in 
origin and is usually due to infections descend- 
ing from urethral stricture, glands opening into 
the urethra, more serious lesions of the upper 











urinary tract, or the insertion of foreign bodies 
into the urethra. 

It seems more likely that this is a case of 
abacterial urethritis of venereal origin but 
maritally acquired, and indeed this is now the 
venereal disease with the highest incidence. 
Supporting this presumption is the fact that 
penicillin was completely ineffective, whereas 
aureomycin and chloramphenicol gave some 
good results, the reappearance of the disease 
after six weeks probably being a reinfection. 
Evidence is accumulating that this disease is 
due either to a virus or the pleuropneumonia- 
like organism. The drugs in order of choice in 
treatment are: aureomycin, 0.5 g. six-hourly for 
four days; terramycin, same dosage; chloram- 
phenicol, 0.75 g. six-hourly for four days; 
dihydrostreptomycin, 1 g. daily for five days. 
If, however, subsequent bacteriological in- 
vestigation (after thorough cleansing) estab- 
lishes the case to be one of bacterial urethritis, 
a complete urological investigation should be 
carried out. Sensitivity tests on the organisms 
isolated will indicate the drug to be employed. 

(3) Frequency of micturition (and sometimes 
terminal hematuria) is always a prominent 
symptom of acute abacterial urethritis. The 
- mucous membrane of the urethra and bladder 
is acutely inflamed, and prostatitis and acute 
epididymitis are not infrequent complications. 
In subacute abacterial urethritis (Waelsch) there 
are superficial infiltrations involving the anterior 
urethra: the symptoms are usually mild. 

(4) During the course of a Waelsch urethritis 
a subacute epididymitis, often wrongly diag- 
nosed as tuberculosis, sometimes occurs. 
Strictures of wide calibre which can only be 
diagnosed by urethroscopy are frequent sequel. 
Blood-borne complications consisting of con- 
junctivitis, polyarthritis, balanitis and kerato- 
dermia blennorrhagica, which are now known as 
Reiter's syndrome, may arise early or late during 
the course of an acute or subacute abacterial 


urethritis. A. H. HARKNESS, F.R.C.S. 


Celiac Disease 

Query.—I would be grateful for any sug- 
gestions you may be able to offer in the treat- 
ment of the following case:—Boy, aged two 
years, said to have frequent loose, offensive 
stools at intervals during the past twelve months 
with failure to gain weight. Chemical analysis 
of faces shows excess neutral fats present; 
excess fatty acids present as soaps. I have put 
him on a fat-free diet on the assumption that it 
is a coeliac type of digestive disorder, but it may 
be otherwise. 


Rep.y.—In ceeliac disease the increased fat in 
the stool is usually split for the most part, whilst 
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in cystic fibrosis of the pancreas, the other likely 
cause of the boy’s steatorrhora, the excess fat is 
as a rule unsplit, but neither of these findings is 
invariable and the result of a single stool estima- 
tion is notoriously misleading. To distinguish 
between these two conditions a tube should be 
passed into the duodenum and the aspirated 
digestive juices tested for the presence of trypsin, 
which will normally be present in the former 
disease and low or absent in the latter. 

The modern treatment of celiac disease 
depends upon the assumption that starch in- 
tolerance interferes with the absorption of fat, 
so starch is excluded so far as possible from the 
diet. Soya bean biscuits replace bread, cake and 
potatoes, and Sheldon (Arch. Dis. Childh., 1949, 
24, 81) gives the following recipe for these :— 


PPP 2.4 onevkondssdoseanwe - Oat. 
DCD especie svesnadeuseteaeds 4 0%. 
i? cceeeuands cedstenesdessseewesss 4 oz. 
Dl c:dtesuakstndatebesaadaannns one 


With elimination of starch a rigid reduction 
of fat is no longer necessary, but a high protein 
intake should be given and can be increased by 
giving the child high protein milk such as 
‘prosol’ (Trufood) or skimmed milk with added 
‘casilan’ (Glaxo). The latter contains 26 grammes 
of protein to the ounce. 

An adequate intake of vitamins is necessary, 
particularly the fat-soluble vitamins A and D, 
such as ‘adexolin’, 10 to 20 drops daily. Ascorbic 
acid, 50 mg. daily, should be given and one of 
the multiple B complexes such as ‘Benerva Co.’, 
1 tablet thrice daily. To combat anzmia ferrous 
sulphate, 3 grains (0.2 g.) thrice daily, should be 
prescribed. 

If the case is one of cystic fibrosis of the 
pancreas, starch limitation is not effective. Here 
the basis of treatment is a high calorie diet with 
extra protein to make up for the excessive loss 
of all food products in the stools. At least double 
the normal protein intake is desirable (i.e., 
about 4 grammes of protein per Ib. [8.8 g. per 
kg.) body weight). Pancreatin is often used to 
facilitate the digestion, in doses of 1 to 2 
grammes with meals. The vitamin requirements 
are similar to those in ceeliac disease. 

The chief danger of this disease is pulmonary 
infection, which tends to come on sooner or 
later and is the usual cause of death. These 
infections should be treated energetically with 
all the usual chemotherapeutic and antibiotic 
remedies, whilst special claims are made for 
aureomycin, which is probably the most effec- 
tive agent when pulmonary infection, generally 
due to Staph. aureus, is established, and is also 
useful given continuously as a prophylactic in 
small doses of 10 mg. per Ib. (22 g. per kg.) 
body weight per day. 

H. Ever_ey JONES, 0.B.£., M.B., M.R.C.P. 
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PRACTICAL NOTES 


Cortisone in Ophthalmology 

IN a review based upon the records of 1,500 
cases recorded in the literature and of 416 cases 
treated by the Medical Research Council panel 
on the ophthalmological applications of corti- 
sone and ACTH, Sir Stewart Duke-Elder 
(British Journal of Ophthalmology, November 
1951, 35, 637) concludes that ‘cortisone therapy 
cannot justifiably be said to cure any ocular 
disease; while the use of this hormone may be 
of immense advantage in temporarily blocking 
the acute evidences of inflammatory processes 
or subacute exudative phenomena and thus 
preventing the occurrence of damage to the eye 
which may on occasion be catastrophic, its 
action is confined to the time during which it 
is administered and shortly thereafter, and its 
use can in no sense replace specific xtiological 
treatment. . . . Thus the value of this hormone 
in ophthalmology is limited, but within its 
restrictions it is great, particularly if the cause 
of the malady is eradicable or the inflammation 
self-limiting’. Local treatment is indicated in 
external diseases of the eye (by drops or oint- 
ment) and in intra-ocular inflammatory con- 
ditions of the anterior segment of the eye (by 
drops, ointment, subconjunctival or intra- 
camera injections), whilst systemic therapy is 
indicated in diseases affecting the posterior 
segment. The conditions which ‘usually, but 
not invariably, respond well’ to cortisone in- 
clude: With local therapy: acute and subacute 
iridocyclitis (infective, allergic or post-trau- 
matic); sympathetic ophthalmia; infective 
superficial keratitis; early deep keratitis (includ- 
ing zoster and other viral types); syphilitic 
interstitial keratitis; episcleritis; phlyctenular 
kerato-conjunctivitis; rosacea keratitis; spring 
catarrh. With systemic therapy: acute and sub- 
acute generalized uveitis; early focal chondritis. 
The following conditions respond ‘indifferently 
or irregularly’: chronic iridocyclitis; chronic 
choroiditis; chronic general uveitis; scleritis; 
irritation to atropine and other drugs; super- 
ficial corneal degenerations; chemical injuries. 


Suppression of Lactation by 
Stilbestrol 


Tue value of stilbestrol in inhibiting or sup- 
pressing lactation and engorgement of the 
breast has been investigated in 234 mothers by 
D. G. Morton and J. S. Miller (American 
Journal of Obstetrics and Gynecology, November 
1951, 62, 1124). They report that ‘stilbestrol 
inhibits breast engorgement, lactation, and 
tenderness in approximately 90 per cent. of 





non-nursing mothers, provided that the medi- 
cation is started within 24 hours after delivery, 
and that it is continued for a long enough 
period of time after the patient has left the 
hospital’. Four weeks seemed to be about the 
minimum period for effective suppression. The 
best results were obtained with the following 
dosage schedule: an initial dose of 5 to 10 mg., 
followed by 5 mg. daily for seven to ten days. 
The patients were then sent home with 40 
1 mg. tablets and told to take 4 tablets daily 
for four days, 3 for three days, 2 for two days, 
and then 1 tablet daily until the supply was 
finished. This was effective in 56 mothers out 
of a group of 60 treated in this way (i.e., in 
93.4 per cent.). It is most important that treat- 
ment be started immediately after delivery. 
‘If it is not started within 24 hours it may as 
well be withheld altogether, for in our experi- 
ence stilbestrol is of little or no value in sup- 
pressing lactation and engorgement once these 
have become manifest. This is likewise true in 
the mother who starts to nurse and then stops’. 
No case of postpartum bleeding was en- 
countered which could be attributed to the 
stilbeestrol. 


Treatment of Eczema 

Accorpinc to D. S. Anderson and J. W. 
Hadgraft ( Transactions of the St. John’s Hospital 
Dermatological Society, October 1951, p. 38; 
quoted by Pharmaceutical Journai, December 22, 
1951, 167, 454), creams and lotions for the 
treatment of eczema should be of low pH, iso- 
tonic, contain absorptive powders or hygro- 
scopic substances, and should have an anti- 
pruritic action. The following formulz are given 
of the preparations which have proved most 
useful :— 


(1) Titanium dioxide .......... S grammes 
DD donctncouxvgecesece 3-5 as 
Solution of Bordeaux B . o.5 ml. 
Buffer solution. ........... to _ o ml. 


pH, determined electrometrically, 
The buffer solution contains sodium “tenphate, 31 8.3 
citric acid, 9 g.; distilled water, 830 ml. 
(2) Liquid paraffin 10 grammes 
Methyl cellulose ....... 4 pa 
Glycerin 
‘Titanium dioxide : 
Buffer solution to 100 * 
pH, determined electrometrically, 44 
The buffer solution contains sodium phosphate, 30 g.; 
citric acid, 10 g.; distilled water, 830 ml. 
(3) Ointment of wood alcohols 47.5 grammes 
Titanium dioxide .......... B, ~ e 
Buffer solution.............- 
The buffer solution ic that used , the "preceding 
formula. 


The first is recommended for the acute, the 
second for the subacute, and the third for the 
chronic phases of eczema. The besi results were 
obtained in seborrheic eczema, but good results 
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were also obtained in nummular eczema, con- 
tact dermatitis and infective eczema. In atopic 
infantile eczema the results were not so satis- 
factory, but the lotion made according to the 
first forrnula eased the pruritus and dried up 
the acute lesions. 


Disinfecting Clinical Thermometers 
Tue value of the following solutions in the cold 
disinfection of clinical thermometers was in- 
vestigated in vitro by L. Gershenfeld et al. 
(Journal of the American Pharmaceutical Asso- 
ciation, September 1951, 11%, 457): iodine 
solution (2 per cent.) N.F. IX; iodine tincture 
(2 per cent.) U.S.P. XIV; ethyl alcohol, 95 per 
cent.; ethyl alcohol, 70 per cent. by weight; 
ethyl alcohol, 50 per cent. by volume; isopropyl 
alcohol, 70 per cent. by volume; isopropyl 
alcohol, 50 per cent. by volume. S. hamolyticus 
was killed within 20 seconds by iodine (solu- 
tion, and tincture) and the alcohols with the 
exception of 95 per cent. ethyl alcohol. 
S. faecalis was killed within 100 seconds by 
iodine (solution, and tincture), but the alcohols 
did not kill within 120 seconds. E. coli was 
killed more quickly by the iodine preparations 
than by the alcohols; they were not killed by 
95 per cent. ethyl alcohol within 120 seconds. 
S. aureus was killed within 80 seconds by the 
iodine tincture, but the iodine solution took 
120 seconds to kill. The most effective alcohol 
was 70 per cent. isopropyl alcohol which hilled 
within five minutes, the others killed within 
ten minutes, with the exception of 95 per cent. 
ethyl alcohol. Using a 50 per cent. plasma- 
S. aureus culture mixture, the iodine solution 
killed within five minutes; the other test dis- 
infectants did not kill within ten minutes. It is 
concluded that ‘iodine tincture U.S.P. or iodine 
solution N.F., widely used antiseptics which 
are readily available everywhere, were found to 
be more effective than either ethyl alcohol or 
isopropyl alcohol for the quick disinfection of 
clinical thermometers which were heavily in- 
fected with many of the commonly found 
bacteria’. 


Blood Pressure in the Two Arms 

In order to determine how common was a 
variation in the blood pressure in the two arms, 
M. J. Rueger (Annals of Internal Medicine, 
November 1951, 35, 1023) measured the pres- 
sure in both arms in 755 consecutive ambulant 
patients. A total of 1,388 readings was recorded 
in each arm of these patients. In only 132 
readings were the pressures equal in the two 
arms; in 991 readings the pressure was higher 
in the right arm, whilst in 273 it was higher in 
the left arm. The systolic variation was 10 mm. 
Hg or more in 694 readings, and the diastolic 
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reading was 10 mm. Hg or more in 468 readings. 
In more than half of the cases there was 
‘significant systolic variation in the two arms’, 
and in over one-third of the cases there was 
‘a significant diastolic variation’. Neither sex 
nor age was a factor so far as these blood 
pressure variations were concerned, and ‘the 
presence or absence of cardiovascular disease 
was important only in that the degree of varia- 
tion was greatest in the hypertensive group, as 
would have been expected’. Taking the upper 
limit for the normal blood pressure as 140/90 
mm. Hg for life insurance examination, and 
150/90 mm. Hg for industrial and military 
examinations, the difference in blood pressure 
readings in the two arms would have made a 
difference between acceptance and rejection for 
insurance in 165 instances, depending upon 
which arm was used, and in 139 cases for 
military service or industrial employment. 
Possible causes for the difference in pressure in 
the two arms include difference in the calibre 
of the arteries in the two arms, external pressure 
on the vessels, atheromatous plaques, and the 
state of contraction of the vessels. It is recom- 
mended that ‘at the time of the first examination 
of any individual the blood pressure be taken 
in both arms and, if no significant difference is 
present, that the same arm be used consistently 
for follow up studies’. 


Combined Chaulmoogra Oil 
and Streptomycin Therapy in 
Pulmonary Tuberculosis 


H. Waremspourc anp G. Nuiquet (Presse 
Médicale, October 24, 1951, 59, 1387) record 
the results of a preliminary trial of chaulmoogra 
oil as a adjuvant treatment in cases of pulmonary 
tuberculosis which have become resistant to 
streptomycin or PAS, or both. Chaulmoogra 
oil with 800 i.u. per g. of vitamin A per 
ampoule was employed, in daily injections 
of 2 ml. for the first week, and then 5 ml. daily. 
Good results were obtained in 70 per cent. of 
20 cases; in 10 per cent. the amelioration was 
transient; in 20 per cent. failure. Of the 70 per 
cent. successful cases, the results in 20 per cent. 
were spectacular. Details of two of these cases 
are given. In one, a thirty-nine year old 
patient who had become resistant to strepto- 
mycin, after two months of treatment with 
chaulmoogra oil there was sensitivity to 1 unit of 
streptomycin, marked improvement in the 
X-ray findings, and increase in weight from 60 
to 76 kg. In the second, a fifteen-year old patient, 
streptomycin, 1 g. daily, had been given for 
five weeks; the X-ray showed marked spread of 
the opacity. Chaulmoogra oil was instituted in 
conjunction with the streptomycin, and after 























200 


five months’ treatment a further X-ray showed 
only a slight right subclavicular opacity. During 
the five months the patient had received a total 
dose of 108 g. streptomycin in conjunction with 
daily injections of 5 ml. chaulmoogra oil. In all 
the patients treated there was marked improve- 
ment in the general condition and return of 


appetite. 


Antihistamine Lotion for Milaria 

Tue effect of an antihistamine lotion in milaria 
was studied by D. Schultheis and E. F. Traub 
(Archives of Dermatology and Syphilology, 
November 1951, 64, 635) in ambulant patients 
with ‘mild to moderately severe milaria’ who 
were members of the armed Forces in the 
Philippine Islands Command. The lotion con- 
sisted basically of salicylic acid 3 per cent., 
glycerin 4 per cent., phenol 1 per cent., menthol 
0.25 per cent., alcohol 95 per cent., and to this 
was added 2 per cent. benadryl. As a control, 
the basic lotion (i.e., without the benadryl) 
was used. One hundred patients were treated 
with each lotion, the benadryl being given to 
alternate patients as they reported sick. The 
patients were instructed to apply the lotion 
thrice daily, the final application of the day 
being made after an evening bath which each 
patient was instructed to take. Each patient 
used approximately 8 ounces (22.7 g.) of the 
lotion during a course of treatment, the duration 
of which averaged five days. Whilst an imme- 
diate cooling action was obtained in all patients, 
no matter which lotion was used, prolonged 
relief (i.e., for more than thirty minutes) was 
obtained in 61 of those using the antihistamine 
lotion, as compared with only 18 of those using 
the basic lotion. No side-effects were reported 
from the use of the antihistamine lotion, nor 
was there any staining or damage of the clothing. 
The authors conclude that ‘the basic alcoholic 
lotion which has been used in the treatment of 
milaria can be much improved by the addition 
of 2 per cent. diphenhydramine (i.e., benadryl)’. 


Louse-Bite Conjunctivitis 

AN interesting case of louse-bite conjunctivitis 
confined to one eye is recorded by R. F. Lowe 
(Medical Journal of Australia, September 1, 
1951, 38, 295). The patient was a woman, who 
reported complaining of redness and soreness 
of her left eye of a week’s duration. She had 
been given penicillin eye drops, but the con- 
dition had worsened. The penicillin was 
stopped and astringent eye drops substituted, 
but the condition did not clear up, nor did it do 
so after two weeks’ treatment with aureomycin 
borate drops. Examination with a slit lamp and 
corneal microscope revealed a small blood- 
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sucking insect between the lashes on the eyelid, 
which proved to be Pediculus humanus. The 
hair, other eyelids, and body were free of lice, 
and no parasites or nits were found on other 
members of the family. It then transpired that 
the eyelid had become sore while the patient 
was on holiday, staying at a seaside boarding 
house. ‘Lorexane’ hair lotion was prescribed, 
and at the next visit four pediculi were found on 
the lid margin. The eyelashes and eyelids were 
then painted with ‘lorexane’ lotion, and under 
the microscope the pediculi were soon seen to 
wither and stop moving. One week later the 
eye was normal. 


Aminophylline and Inspired or 
Swallowed Foreign Bodies 


AccorDINc to I. N. Kugelmass (Journal of the 
American Medical Association, November 24, 
1951, 147, 1240), aminophylline is sometimes 
of value in helping to dislodge foreign bodies 
which have been inspired or swallowed by 
children. The aminophylline was administered 
rectally—o.25 g. in solution. Details are given 
of seven children, aged four months to seven 
years, treated in this way. The four-months’ 
old infant had congenital stenosis of the cso- 
phagus without fistula formation. Csophago- 
scopic dilatation was carried out by Dr. 
Chevalier Jackson. ‘In the interim the infant 
experienced marked distress after taking solid 
food in excess of her capacity when she ate too 
much or too quickly’. This was ‘cleared com- 
pletely and effectively’ by rectal aminophylline. 
Another case was a four-year old girl who 
inhaled the glass eye of her doll. This lodged 
in the right bronchus. Following aminophylline 
administered rectally she coughed up the 
foreign body. 


Hemangioma of the Kidney 

L. E. McCrea (Urologic and Cutaneous Review, 
November 1951) reviews 73 cases of heman- 
gioma of the kidney and contributes one of his 
own. Hemangioma is the cause of many cases 
of essential hematuria. It may be in the 
medulla, cortex, tip of the papilla, or under the 
epithelium of the pelvis. It may be single or 
multiple. The principal symptom is hematuria, 
which is usually painless unless there is passage 
of clots. Pyelography is negative, but occasion- 
ally retained clot in the pelvis may simulate a 
renal tumour. The treatment of choice is 
nephrectomy. Of the 74 cases reported it was 
performed 56 times. In one a heminephrectomy 
was done, and in four more the papilla was 
resected. In the remaining 11 cases the surgical 
procedure is not stated but the condition was 
revealed at necropsy. 





REVIEWS OF BOOKS 


Hormones: A Survey of Their Properties 
and Uses. London: The Pharmaceutical 
Press, 1951. Pp. xii and 220. Figures 34. 
Price 35s. 

Tuts book, which is published by direction of 
the Council of the Pharmaceutical Society of 
Great Britain, represents a new approach to the 
subject. It is written by pharmacists and 
chemists, and the emphasis is therefore upon 
those aspects of hormones. An introductory 
chapter on the history of the subject is followed 
by a review of the physiology of the hormones. 
This in turn is followed by chapters on their 
chemistry and standardizatior. ‘Action and 
uses’ are then discussed, and this is followed by 
chapters on ‘pharmacy’ and ‘commercial pre- 
parations’. For the clinician this predominance 
of chemistry, standardization and pharmacy 
renders the book particularly valuable as an 
adjunct to the larger textbooks on the subject. 
For the pharmacist and student the book can 
also be recommended, as the chapters on 
physiology and uses are both sound and reason- 
ably comprehensive and give a balanced review 
of the more clinical aspects of endocrinology. 
To many medical readers the final chapter on 
‘commercial preparations’ will be both an eye- 
opener as to the multiplicity of names under 
which hormones are sold and also a most useful 
guide in sorting out the stream of manufac- 
turers’ leaflets which find their way through the 
letter-box of the practitioner. The authors are 
to be congratulated on the able way in which 
they have performed a difficult task. 


First Annual Report on Stress, 1951. BY 
Hans SELYE, M.D., Pu.D., D.Sc., F.R.S.(C.) 
Montreal: Acta Inc., 1951. Pp. xxii 
and 511-+-133. Illustrated. Price $10. 

Tue first effect of Professor Selye’s monumental 

volume on Stress, published only a year ago, 

was, of course, an Alarm Reaction, followed 
almost immediately by a Stage of Counter- 

Shock as the scientific world braced itself to 

resist or accept the most far-reaching attempt 

at vhysiological integration of modern times. 

The Stage of Adaptation soon made its appear- 

ance. However fervent might be an individual 

endocrinologist’s reaction against the Selyan 
hypothesis, it became difficult for him to con- 
sider any problem without a glance over his 
shoulder at the all-pervading heresy. Selye 
himself observed that the value of a theory 
rested not so much in its truth as in its capacity 
to stimulate discussion and research. In saying 
this he put himself in a position of such strength 


that the most hostile critic is reduced to un- 
dignified nibbling at the edges of his fortress 
Probably only nis most ardent admirers 
(amongst whom the present reviewer unblush- 
ingly takes his place) observed two items in the 
index of another of Selye’s works, ‘A Textbook 
of Endocrinology’ :— 

*Selye : see “ what next?"’’ 

*What next?: see “ Selye”’’ 

The answer is the present volume, which 
sets out to review the 3000 relevant papers 
which have appeared since the publication of 
‘Stress’. In the author’s words it is ‘written as 
a combination of an extensive classified index 
of pertinent new facts . . . and as a concise 
textbook-like—but alas! personal—evaluation of 
the principal findings. Spacially, these two 
functions are as distinctly separated as possible. 
Hence, I hope that those who do not approve 
of my interpretations will still be able to use the 
volume as a classified index. (The author and 
first reader of this book regrets to report that 
it is only in this latter sense that he found the 
manuscript invariably useful during the past 
year.)’ The reviewer and, it is to be feared, the 
last reader of this book advises every endo- 
crinologist to buy it and to use it in this latter 
sense only. To attempt more is to risk the 
grand finale of the General Adaptation Syn- 
drome, a rapid descent into the Stage of 
Exhaustion. 


The Urology of Childhood. By T. Twist- 
INGTON HIGGINS, 0.B.E., M.B., CH.B., 
F.R.C.S., D. INNES WILLIAMS, M.D., 
M.cum,, F.R.C.S., and D. F. ELtison 
Nasu, F.R.C.S. London: Butterworth & 
Co. (Publishers) Ltd., 1951. Pp. x 
and 286. Figures 136. Price 45s. 

Tuts new book by three leading authorities on 

genito-urinary surgery in childhood is a masterly 

production. It is especially welcome as an excel- 
lent exposition of an important branch of 
medicine and surgery which has shown tre- 
mendous advances in the last twenty years. The 
emphasis is clinical and therapeutic, with full 
consideration of the investigations needed to 
establish diagnosis. The chapters on the physio- 
logy of micturition, infections of the urinary 
tract, embryology, congenital anomalies, urinary 
obstruction and neoplastic disease are particu- 
larly notable. The illustrations are of high 
quality—an invaluable asset in a work on 
urology. A valuable book of reference for all 
medical men and women, no specialist in 
diseases of children can afford to be without it. 
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Liver Disease: A Ciba Foundation Sym- 
posium. Edited by Sheila Sherlock, M.D. 
F.R.c.P., and C. E. W. Wolstenholme, 
O.B.E., M.B., B.cH. London: J. & A. 
Churchill Ltd. 1951. Pp. xiii and 249. 
Figures 112. Price 25s. 

A nuMBeR of British, Continental and American 
clinicians and laboratory workers interested in 
liver diseases accepted invitations from the Ciba 
Foundation to a conference in London during 
the summer of 1950. This volume is a record of 
their papers and discussions. A wide range of 
ground is covered which, in some part at least, 
can hardly fail to appeal to anyone seriously 
interested in the liver and its diseases. Although 
much of the information presented has already 
been published, quite a lot of it is new. The 
papers are short and ‘snappy’ and reflect a re- 
freshing absence of pomposity or formality. 
This little book is well produced and illustrated, 
and should enable those not so fortunate as to 
have been present at the conference to capture 
some of the stimulus and knowledge which must 
have flowed so freely. It is a pity that the price 
is not lower. 


Chronic Bronchitis. By Trevor HoweE.t, 
M.R.C.P.En. London: Butterworth & Co. 
(Publishers) Ltd., 1951. Pp. viii and 111. 
Figures 26. Price 17s. 6d. 

It is refreshing to find a disease, both so 

common and so neglected, made the subject of 

so practical a monograph as this. Much thought 
and some experimental research have gone into 
its preparation, and the result is a readable 
account of the disorder in its historical, morbid 
anatomical, and clinical settings. The fact that 
it contains little that is new or startling is offset 
by the sensible and well-balanced way in which 
what is known is discussed. This is particularly 
true of treatment, which is divided between the 
use of expectorants, antispasmodics, anti- 
biotics, and general measures of management, 
in which the author pleads with the physician 
to act more as a ‘guide, philosopher and 
friend’ towards these unfortunate patients 
rather than as a dispenser of drugs in rotation. 

These last four chapters the practitione: will 

find especially useful, and the whole book well 

worth reading. 


Clinical Hat Pegs for Students and Gradu- 
ates. By R. J. WILLAN, C.B.E., M.V.O., 
V.R.D., M.S., F.R.C.S. London: William 
Heinemann (Medical Books) Ltd., 1951. 
Pp. x and 116. Figures 29. Price 12s. 6d. 

Tuis little book, produced by Mr. Willan, who 

for so many years has been renowned as a 

teacher of surgery in Durham University, incor- 
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porates all those many tips for remembering 
awkward pieces of surgical information which 
made him so successful as an undergraduate 
teacher. For those who find it easy to learn 
details by mnemonics this book will be of the 
greatest value. It is just the sort of book which 
could well be by the bedside of the candidate 
in the qualifying examinations in surgery for a 
week or two before he goes up for his examina- 
tion. It may at this time be most profitably 
studied and conned. 


Handbook of Gynecology. By Trevor L. S. 
BAYNES, M.D., F.R.C.S., M.R.C.0.G. Lon- 
don: Sylviro Publications Ltd., 1951. 
Pp. 163. Price 155. 

Tuis is one of a series of handbooks specially 

written for examination candidates; in this case 

for candidates preparing for the higher examina- 
tions in gynzcology. The book condenses into 

163 pages a wealth of information, and is useful 

as a précis of what is needed for examination 

candidates. 


Child Care. By AGATHA H. Bow ey, Pu.D. 
Edinburgh: E. & S. Livingstone Ltd., 
1951. Pp. xix and 203. Price tos. 6d. 

Dr. AGaATHA BowLey is unusually well qualified 
to discuss questions arising in child care, and 
in this book she has set forth clearly the prin- 
cipal factors which affect children in their own 
homes, and in foster homes and institutions. 
She deals with the problem from the side of the 
parents, the children, and substitute parents. 
The book includes summaries of answers to 
questionnaires and essays by workers in various 
institutions. There is also a useful bibliography, 
and the book is well indexed. It can be 
thoroughly recommended to all workers in the 
field of child care. 


Mind Perception and Science. By W. 
RussELL BRAIN, D.M., P.R.C.P. OXFORD: 
Blackwell Scientific Publications, 1951. 
Pp. vi and go. Price 6s. 

Tuts very stimulating little book includes 
certain of Dr. Brain’s lectures and writings; the 
consequent occasional repetitions are a help to 
the reader in following the details of his argu- 
ment. The first part of the book is mainly con- 
cerned with the neurology of perception, 
whilst the second half relates this to philosoohy 
as a whole. Dr. Brain concludes that the mind’s 
autonomy in its own sphere may be preserved, 
but that the language of science may be in- 
sufficient for its understanding. His thesis 
should interest both the profession, and the 
general public, for human relationships depend 
much upon current philosophy. 
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The Quiet Art: A Doctor's Anthology. 
Compiled by Rosert Coops, M.D., 
F.R.C.P. Edinburgh: E. & S. Livingstone 
Ltd., 1951. Pp. viiiand 284. Price 12s. 6d. 

The Physician as Man of Letters, Science 
and Action. By T. K. Monro, M.D., 
LL.D. Second edition. Edinburgh: E. & S. 
Livingstone Ltd., 1951. Pp. 259. Price 
215. 

THESE are two admirable bedside books which 

should find their place in every doctor’s guest 

room, as well as on his own bedside table. Dr. 

Coope gives to his book the subtitle of ‘a 

doctor’s anthology’, and this describes it 

accurately. The inveterate student of antho- 
logies will find it a notable addition to his col- 
lection, whilst those unfortunate individuals 
who include in their legacy of schooldays an 
abhorrence of ‘treasuries and anthologies’ can 
be assured that in this one they will find many 
an hour’s pleasant browsing. Dr. Coope has 
thrown his net widely from The Bible, The 

Talmud and St. Augustine to the present day. 

Many of his selected authors are doctors, but 

the quotable laymen are not forgotten and 

include Conrad, Thackeray, Bernard Shaw, 

Wordsworth, Cardinal Newman and Reginald 

L. Hine. To start quoting in a short review is 

scarcely wise, but the scope of the anthology 

can best be illustrated by two quotations. One 
is from Hine’s ‘Confessions of an Uncommon 

Attorney’: ‘when I die’, said dear and whimsical 

old Doctor Pycroft, ‘I shall have a bell hung on 

my head-stone, with an inscription asking the 
compassionate passer-by to ring it long and 
loud. And I shan't get up’. The other is from 

The Talmud: ‘Giving is not the essential thing, 

but to give with delicacy of feeling’. There is 

the range—from the ridiculous to the sublime— 
with, as is only appropriate in an anthology with 
this title, the quiet, peaceful and restful pre- 
dominating. Only one blemish has been de- 
tected—the item headed ‘national milk’, which 
is the medical undergraduate’s type of humour 
which is not worthy of incorporation here. 

The compiling of this anthology has clearly 

been a labour of love. Browsing through it has 

been one of the chief joys of Christmas this 
year for at least one reader. 

Professor Monro’s book is a series of bio- 
graphical notes of ‘medical men who distin- 
guished themselves in other ways than in the 
practice of medicine’. Technically, it is a 
second edition, but the first edition (published 
in 1933) has undergone radical revision and 
considerable enlargement. The truants and 
near-truants from medicine selected for inclu- 
sion are classified according to the sphere of 
life in which they excelled. It is interesting to 
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note how well represented is the profession in 
poetry and literature. There are few entries in 
the chapter on saints, but piracy and crime are 
well represented. This is an intriguing book 
which one will seldom tire of delving into. It 
presents ar unusual facet of the profession and 
one which has never received the attention it 
deserves 


Disabled Citizens. By JoAN SIMEON CLARKE. 
London: George Allen and Unwin Ltd., 
1951. Pp. xiii and 237. Price 16s. 

Tue work of the doctor brings him into closer 
contact than most people with those who are 
severely disabled, and he is often the person to 
take the initiative in securing the proper care 
of these patients. The last twenty years have 
seen a great change in our outlook; more and 
more are attempts made to enable the disabled 
person to live a fuller life and experience the 
satisfaction of making a contribution to the life 
and work of the community. The book presents, 
in a readable and interesting form, authoritative 
information on the social problems of this group 
of patients. The author describes the organiza- 
tions already working, and points the way for 
further developments. Separate chapters deal 
specifically with cerebral palsy, epilepsy, tuber- 
culosis, and deafness. There is a chapter on 
children, and one each on employable and 
dependant adults The author also makes pro- 
posals for the future. She regards our British 
services for the welfare of the handicapped as 
scattered and uncoordinated. She calls for 
leadership, which she submits can only come 
from a central body which has both prestige and 
authority. Such a body could collect factual 
data about available facilities, it could act as an 
information bureau, and should promote a 
journal dealing with the social problems of the 
disabled. This book is based on a careful 
examination of the present-day facts, and can 
be recommended to all who are interested in 
this branch of social work. 


Under the Sun. By J. R. GreGoRY, 0.B.£., 
M.D. Nairobi: The English Press, Ltd., 
1951. Pp. 119. Price 10s. 6d. 

Dr. RoLanp W1Lks BurKITT came to Kenya in 

1911 and worked there until 1938. For many 

years he was the only private practitioner in 

Nairobi. He came as a pioneer to a country in 

the earliest stages of its development, when a 

small band of hardy settlers were making 

habitable a vast territory, temperate and fertile 
yet unexplored and almost uninhabited, and 
were learning by trial and error what crops 
could be grown and where. ‘Kill or cure 
Burkitt’ was an outstanding character, whose 
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words and deeds are still recounted in Nairobi 
today. He held strong views, religious and 
therapeutic, and was no respecter of persons in 
his application of them, and many stories are 
told of the vigour with which he practised 
exposure and cold sponging in combating 
pyrexia. On one occasion, when called to a lady 
desperately ill with malaria on an outlying 
farm, he is said to have stripped her, poured a 
bucket of water over her, and driven her a 
hundred miles into Nairobi, lying naked on the 
back seat of a T model Ford, with a buck he 
had shot lying beside her. In recounting the life 
of his friend and senior partner, Dr. Gregory 
tells the story of the settlement of East Africa, 
of its scenery, its tribes and its wild life. 
‘Under the Sun’ is a book with which the 
doctor, weary of practice, can escape for a few 
hours into a freer and happier world. 


NEW EDITIONS 


Oral and Dental Diseases, by Hubert H. Stones, 
M.D., M.D.S., F.D.S.R.C.S., in its second edition 
(E. & S. Livingstone Ltd., 1oos.). Although 
the first edition of this book appeared for the 
first time only three years ago, a well-merited 
demand has called for a second edition. The 
author has taken the opportunity to revise the 
text thoroughly to bring it up to date. Some 
chapters, such as the one on the etiology of 
dental caries—a subject upon which a consider- 
able amount of research work has been done in 
the last few years—have been more or less 
rewritten. It is essentially a textbook for dental 
practitioners and students but is also an excellent 
book of reference for any medical practitioner 
to have on hand. It is abundantly illustrated by 
some 960 photographs and drawings, 91 of 
them being in colour, a valuable aid in the 
diagnosis of some of the less familiar conditions. 
Whilst full account is taken of recent research, 
including many of the author’s own investiga- 
tions, the clinical aspect of all conditions is 
fully dealt with. It is obvious that the author 
has had a wide clinical experience, which 
accounts for the concise and clear way in which 
cases selected to illustrate the various patho- 
logical conditions occurring in the mouth are 
described. Apart from providing the medical 
practitioner with a key to the diagnosis and 
treatment of the many baffling oral conditions 
that present to him, he wil] find much in the 
book that will interest him and hold his atten- 
tion, yet it is an easy book to read. It is unusual 
for any textbook to have such a universal 
appeal—dental specialists, students, medical 
practitioners and consultants. There is a com- 
prehensive bibliography which should be of 
great value to those wishing to obtain detailed 
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and specialized knowledge of any subject dealt 
with in the book. The publishers are to be 
congratulated upon their production which is 
well up to pre-war standard. 


Recent Advances in Clinical Pathology, by 
Various Authors, edited by S. C. Dyke, p.., 
F.R.C.P., in its second edition (J. & A. Churchill 
Ltd., 40s.), has been subjected co extensive 
revision and rewriting. As pointed out by the 
editor in his preface ‘recent advances in clinical 
pathology depend upon recent advances in 
medicine . ...’, and since the appearance of the 
first edition in 1947, advances in medicine have 
been many. The new edition contains an 
excellent chapter on endometrial biopsy, and 
one on laboratory investigations of infertility. 
Another chapter of particular interest is that on 
laboratory control of antibiotic therapy, in 
which sensitivity tests are described and the 
properties of the different antibiotics discussed ; 
chloramphenicol, the recognized pharmacopaial 
name for chloromycetin, should, however, take 
precedence and not apvear in brackets as ‘also 
known as’. This is a book which should be in 
the hands of all clinical pathologists. 


In the third edition of The Hair and Scalp, by 
Agnes Savill, M.p., F.R.c.P.1. (Edward Arnold & 
Co., 25s.), the chapter on ‘ringworm’ has been 
rewritten, and now includes a summary of the 
modern classification of the fungi, and tables to 
aid diagnosis and the choice of treatment in the 
different types of infection. In the chapter on 
‘care of the hair’ a new section on ‘the cold 
permanent wave’ has been included, in which 
the dangers of home outfits inexpertly or too 
often applied are discussed. The new edition is 
well produced and illustrated. 


Differential-Diagnostische Symptomatologie von 
Krankheiten des Kindesalters, by Prof. Dr. med. 
Werner Catel, in its second edition (Stuttgart: 
Georg Thieme Verlag, DM 69), is a collection 
of thirty-six clinical lectures on pediatric diag- 
nosis grouped round a dominant symptom— 
such as, for example, abdominal pain or jaun- 
dice. The choice is to some extent arbitrary but 
obviously based upon the author’s particular 
interests. Thus the opening series of lectures on 
defective growth covers a wide field, including 
dystrophies of bone and metabolic disorders. 
Illustrations have been well chosen and there 
is a good index. This second edition has been 
revised in the light of new publications in the 
literature up to the end of 1950. 





The contents of the March issue, which will contain a 
symposium on ‘ Diseases of the Blood’, will be found on 
page lxxvi at the end of the advertisement section. 





Notes and Preparations, see page 205. 
Fifty Years Ago, sce page 209. 








ANNOUNCEMENTS 











A DAILY MULTIVITAMIN SUPPLEMENT 
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those recovering from infection . . . and in 
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gervremnnes- ar, * 


boy 


ap ach 

artis Vitam n\ (mney Int I 

1) (Caleiferoal) OO Int. 1 nits 

HC) (Bi), 3.0 me Ribofles i 
Niacinamide 0 


os ™ LEDERLE LABORATORIES DIVISION 


ve ; , oe Cyanamid Proc “cls Yd 


1.000 Capsules 


* Regd. Trade 4 BUSH WOUSE, ALOWYCH LONDON, WC.2 TEMPLE BAR 5411 
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Orally active peripheral } asodilator 


PRISCOL 


RAYNAUD’S DISEASE and 
INTERMITTENT CLAUDICATION 


in Buerger’s Disease 
and Arteriosclerotic conditions 


In elderly patients with peripheral vascular disease Priscol 
vermits a much more active existence and delays the 
I 


sequelae of arteriosclerotic changes. 


rABLETS 25 mg. AMPOULES 25 mg. OINTMENT 10 
40 (4/6), 200 (20/3), 1,000 (90/-) 6 (14/6) 20 ¢.(5/9) Lib. (117 
SOLUTION 10°, 


10 c.em. (7/6) 100 c.em. (57/-) 


Subject to the usual discounts ; Exempt From Purchase Tax 
Dy J 3 Al 
~id«s 
Priscol s a registered trade mark denoting 2-henzyi imida ne Lydrochloride 
Reg 


CIBA LABORATORIES LIMITED 


HORSHAM.- SUSSEX 
Telephone : Horsham 1234 Telegrams : Cibalabs, Horsham 






































NOTES AND PREPARATIONS 


NEW 
P.A.S 


aminosalicylic acid is encased in a coating con- 


PREPARATIONS 
ENSEALS In this preparation the para- 
isting of hydrophilic fibres combined with oils, 
waxes and fatty acids which, dependent only 
takes four to 
even hours to disintegrate, independent of the 


upon time and moisture, from 


pH of the intestine. Advantages claimed for this 
method of administration are that owing to the 
delayed action, and absence of gastric symptoms, 
the 


concentration of drug 1s assured, 


of the 


i higher 
with maintenance blood level during the 


night. Issued in tablets containing 0.5 g. of para- 
0.69 2 ot 
100, 1000 


Company Ltd., 


acid 
hydrated sodium PAS) 
(Eh Lally 


Basingstoke, Hants 


aminosalhicv he (equivalent to 


in bottles of 


and sc and 


“PRONESTYL’ HypROCHLORIDE (Squibb procaine 


amide hydrochloride) is p-aminco-N-(2-diethyl- 


aminoethv])benzamide hydrochloride. Follow- 
is Stated to 


peak 


approximately 


ing oral administration ‘pronestyl’ 


be absorbed rapidly and completely, 


vels being obtained in 


and 


plasma le 
then declining 10 to 20 per cent 


Its use is indicated 


one hour 


per hour for the treatment of 


ventricular arrhythmias; for auricular ar- 


rhythmias such as ectopic contractions, tachy- 


cardia, flutter and fibrillation ; during anzsthesia, 


to correct cardiac arrhyth is. Issued in gelatin 


capsules, « if the drug, for oral 


administration, in | s of 100 and 1000; and 


as a sterile stabilized aqueous solution (100 mg 


pure compound per ml. with o.9 per cent 


benzv! alcohol), in vials of 10 ml. for imtra- 


venous injection. (E. R. Squibb & Sons, 17 18 


Old Bond Street, London, W.1.) 


SALICY 


ipe H.P.I 


the tre 


tablets have been pre- 
area for use in 


lis } 


condition sucn as 


atment of rheumatic 


I 


cute ind chronic poly- 


arthritis, muscular rheumatism and fibrositis 


Salicvlamide, which is a salicylate derivative, is 


anti-rheumatic and 
the 


and to be 


stated to possess 


anti- 
pyretic effects similar to those of salicylates, 


‘ 
but without toxic side-effects, well 


Issued in tablets 
100 and soo. (Herts 
Welwyn City, 


tolerated even in high dosage 
or 0.5 zg in 
Pharmaceuticals Ltd 
Herts 


containers of 


Garden 


} 


ac contain 


me ind methylt 


ve been prepared for the com- 


diethyl- 


estosterone, 


tilbaestrol, 0.25 
; 


nm } 
rT la 


in ink 


bined androgen-estrogen therapy of meno- 


pausal symptoms. Their use also indicated in 


the treatment of post-men ypausal and enile 


oO steoporos some Case ft dysmenorrhea, de- 


ficient callus format fter fractures in elderh 


patients, acromegaly, and in certain cases of 


Issued in bottles of 


Lilly 


pituitary dwarfism in girls 
30 and 100 tablets. (Eh 
Ltd., Basingstoke, Hants.) 


and Company 


‘Viskioso.t Six’ is a diodone solution 
containing 50 per 
salt of ; 
acid, with approximately 6 per cent. of polyviny] 
alcohol It 1s 


and 10 ml. of 


Viscous 
cent. wv of the diethanol- 
amine 5-diiodo-4-pyridone-N-acetic 

in ampoules containing 
a stable 


Issuc d 
15 ml sterile solution for 
use as a contrast medium in hysterosalpingo 
an advantage claimed being that owing 


flow too 


graphy, 


to its viscosity the solution does not 
quickly along the Fallopian tubes and so lessens 
the tendency to leakage back into the 
Viskiosol 


cystography, cholangiography and for 


Vagina 


Six’ may also be used for urethro- 
graphy, 
the injection of sinuses, fistula, the vas deferen 
(Pharmaceutical 


Ltd., 


channels 


Bake Tr) 


and narrow 
Specialities (May & 
Essex.) 


various 
Dagenham 


NEW APPARATUS 
RECORDING AND Dictatinc Macuines.-— There 
have been remarkable developments during the 
past two years in recording machines for hom« 
and office Two of these have been on trial 
in The Practitioner The 


provides almost pertect reproduction ot speech 


use 
offices Soundmurror 
and music on magnetx tape for thirty minutes 
often as re 


Produc t 


The reel can be played back as 
quired. Manufactured by Thermioni 
Ltd., Morris House, Jermyn Street, London 
S.W.1, also market the 
Recordon magnetic dictating unit 

Another 


which combines a 30 


who well-known 


the 


Tape 


re cording on 


remarkable machine 1s 


riter minute 


magnetic tape with all 


used in a 


the controls of a dictating 


unit. It can be motor car and for 


(London 


Hou € 


recording telephone conversations 
Office Machines Ltd., 128 
Grosvenor Gardens, London 
both 


Demonstrations can be arranged 


Terminal 
S.W 


firms 1s 


ft 


Literature from available on 


request 


THe Hanovia ‘CurRoMATOLITE’ has been 
designed, under the advice of Dr. I R. Holiday 
of the Medical Research 
graphic Unit, for 


but it 


Council Spectro 


fluorescence examination of 


chromatograms can also serve as a 


portable unit for fluorescence investigations in 


general. It comprises a Hanovia low-pressure 


mercury resonance tube which generates over 
So per cent. of its output at the wave length of 
2537 A.U. The 24 


into elongated U-form 


in length, and bent 
with both 


tube 
terminal 


contained in a_ standard valve connexion 


operates within a metal box (174" long, 3° by 2 


CONTINUED ON PAGE 206 








| 








in section) carrying the special fluorescence 
filters along one side; the tube and metal box 
are attached to a control box (7” by 5", and 7} 
high) to the top of which are affixed two carry- 
ing handles which also serve as supports when 
the rays are directed upwards The unit 
veighs 13} Ib., and is so shaped and balanced 
that the fluorescence source can be directed at 
anv angle, vertically or horizontally. Manu- 
factured for operation on A.C. mains only 
normally 200 250 volt range. Unit consumption 
45 watts; tube only, 15 watts. (Hanovia Ltd., 
Slough, Buck 


MOYNIHAN SURGICAL PRIZI 

Cue Association of Surgeons of Great Britain 
ind Ireland is offering a Moynihan Prize of 
{100 and a medal in 1953 for the best disserta- 
tion or essay on the following subject "The 
Management of Fluid and Electrolyte Exchange 
in Surgical Patients’. Essays, typewritten in 
English and containing original experimental 
and clinical observations, must be received by 
the Hon. Secretary of the Association not later 
than December 31, 1952. Competition for the 
prize is open to men and women who are 
citizens of the British Empire or of the Republic 
of Ireland, who have been qualified for not 
more than ten years, and who are either engaged 
n the practice of surgery or are being trained 
to this end. (45 Lincoln’s Inn Fields, London, 
W.C.2.) 


TUBERCULOSIS EDUCATIONAI 
INSTITUTI 
Three-day Clinical Courses for Doctors In- 
tensive three-day clinical courses will be held 
at the following centres during 1952 





CHESHIRE JOIN SANATORIUM March 19, 2 ar 21 
Market Drayton, Shropshire May 14, 15 and 16 
November 12, 13 and 
i4 
kK GPpoRGE VV Hospira ke 4 7, 28 and 29 
R Dist I I iF June 4 < ' ‘ 
(,oda ng, Surre October 1, 2 
R Cros Sas k March » so and 
~ np (Tor-na-De« 1 Nla 1 2 and 
{ r Dee (ictober is if ar 17 


The fee for each course is three guineas, and 
applications should be sent to:—The Secretary, 


Tuberculosis Educational Institute, Tavistock 


House Nort} Tavistock Square, London 
W.Cur 
HOSPITAL RENAMED 

On January ist the Sheffield Street H« pital 
King iy, London, W.C.2, became part of the 
group of teaching hospitals known as St 
eter nd St. P , siete’ We 
PI I he | t i ea 1 tre 
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PUBLICATIONS 
Summary of Legislation and Direct f O 
gamisations for the Care of the Physically Hand 
capped, compiled by The Central Council fo 
the Care of Crpples, contai: intormatior 
which will be valuable to all those interested 
the welfare of the pl vsically | indicappe 1. The 
hrst two parts deal with admunistration ar 


} 


training, respective the third part provide 


: 
directory of Regional Hospital Boards, orth 
pedic and other hospitals, limb-titting centre 
schools for severely handicapped children, ar 
so on; the final part is a regional survey of the 
facilities available for the welfare of the 
physically handicapped. An index is provided 


(Wiliam Heinemann (Medical Books) | 


price 5s. 6d.) 


Some Common Psvchomati Vanifestations. | 
J. Barrie Murray, M.D., M.R.C.P.. in its secor 
edition, contains a new 4 hapte I on miner 
nystagmus’, the findings in which are based or 
the results of investigations carried out with the 
cooperation of the National Coal Board, the 
Birmingham Eve Hospital, and the Coventr 
and Warwickshire Hospital Another new 
feature is the incorporation of the ‘low bach 
syndrome’ in the chapter on ‘psychogeni 
rheumatism’. The author gives a number of 
case histories in support of his theories, and the 
book concludes with a chapter on treatment 
(Oxford University Press [|Geoffr Cumber 
lege], 17s. 6d.) 

Grundriss der Traumatischen Peripheren Nerven- 
schadigungen, by Prof. G. Bodechtel, m.p., K. 
Krautzan, M.p., and F. Kazmeier, M.D., in its 
second edition (Georg Thieme Verlag, Stutt- 
gart, DM 10.20) gives an excellent descriptive 
and illustrated account of peripheral nerve 
injuries, including the cranial nerves. The 
illustrations are particularly valuable 


Cardiolipin Antigens: Preparation and Chemica 
and Serological Control, by Mary C. Pangborn et 


f Laboratori and Researct 
New York State Department of Health, Albany 
k & published as No. 6 in the World Healt/ 


Orgamzation Monograph Series mtains fu 


al., Division « 





and precise imstructions on the extraction and 


purification of cardiolipin and lecithin. Analyti 


methods of chemical examuinatior ire given 
detail, and two methods of serological exan 

tion for acceptance of new t f antigen « 

pound iré describes WHO Pal 


Nations, Geneva; H.M._ Stationet Off 


P.O. Box 569, London, S.E.1, p 5 





Fuberculosis Educational Institute | 


fresher course at the Universit Ris nat 


CONTINUED ON PAGE 208 
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cCRAPY OF TUBERCULOSIS WITH P.A:S. 





PARAMISAN ° CACHET 


mean efficiency for 
the busy staff 





@ ABSOLUTE FRESHNESS: = pasvers 


@ CERTAIN LIBERATION: pasvers 


@ ACCEPTABLE TO PATIENT: ‘pasvers 


@ IDEAL FOR DOMICILIARY TREATMENT: 


‘PARAMISAN’ «7s 


CACHETS CONTAINING 1|.5g. SODIUM para-AMINOSALICYLATE 


MOISTURE-PROOF WRAP ( 0 IN CONTAINER °o 100 & 00 *‘PASHET 


4 PARAMISA 


<APL> vex HERTS PHARMACEUTICALS LTD WELWYN GARDEN CITY, ENGLAND 
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Nledical School on the important subject of OFFICIAL PUBLICATION 


tuberculosis in industry, with the object of giving The Third Report of the Definitior i Dru 
guidance to chest physicians, industrial medical Joint Sub-committee of the Standir Vedica 
officers, and welfare workers. The lectures de- Pharmaceutical and General Practitror ld 
livered at this course are now published in vrsory Committees, Central Health Service 
summary form. The topics covered include pro- Council, Scottish Health Services Counc 
tective vaccination against tuberculosis; pneu- continues its policy of advising the practitioner 
moconiosis and tuberculosis in the pottery whether preparations which he intends to pre 
industrv; resettlement and _ re-employment; scribe under the N.H.S. should properly b 
assessment of fitness for work; case finding by regarded as drugs, foods or toilet preparatior 
mass radiography, tuberculin survey, and ex- Disinfectants are not regarded as drugs if the 
amination of contacts; and tuberculosis in are ordered for general hygienic p ITpose 
hospital staffs. This timely and useful booklet is — (London: H.M. Stationery Office, pr d 


worthy of the widest distribution, which will be 


rt ensured by its reasonable price (N.A.P.T., OFFICIAL NOTICI 
l'avistock House North, London fot ee Divceutl \ 














memorandum trom tl linistr 
ry a } 
price § of Health reads as follows 
I Nl Resear ( ! P 
8 British Hospitals Contributory Schemes Asso atkomaeal tener oan 
L : tron (1948) Che Third Annual Report 1950-51 ts in the group that were “essential f 
: tates that many patients are ‘entirely unaw: seein tas | othe cay 3 
‘ serve Jismu it w 
that our voluntary service 1s still available to i be reserved for the treatment 
: > tranical discanc In gastre eoatis , . . 
; them, notwithstanding the coming into force of - ‘ - . , 
xade, « kaolir and magr i t 
the National Health Service in 1948. This lack ¢ used in its stead. Bismuth sa at 
f knowledge on the part of the public is ‘ , vine en Se 
kaolir 1 to t se one might now 
hared ver by hospital officers and thiazole ily hazine phthaly Isuly 
; etoenaanhiis } lew that 
ocial workers Hon. Secretary, Rova we Se pe : , - . 
London House Queen Charlotte Street their f t | 
) P ‘ ila 
rist« ) 
; B m, T For 1 r of reasor th 
' r ; } 
; P se 
National Reviste f Medical Auntliary Services . 
: ee complained of their mabulity to f 
Chiropodists The 1951 edition of this useful these preparations. The attentior 
register, published by the Board of Registration 4#*" ee 
| otf Medical Auniliaric contains the names, ot bismuth salts f the Nat t 
i! addresses, and qualifications of persons engaged asad : m 
eter alternative } ‘ net 
t in technical work and practice, ancillary, allied, 


1 auxiliary to, or associated with, medical 


PUBLISHER’S ANNOUNCEMENTS 


cience or the work of the medical 


B.M.A. House, Tavistock Square, London or 


profession I = 


peare n THe Pr 











W.¢ ) exclusive to doctors for distributior pat . 
' NOTES FOR THE PATIENT WITH INDIGI 
! TION, i2zm 
i Family Planning Issociation We have re DIABETES FROM THE PATIEN1 \ 
Fs his A Ty Rhee 08 OF VIEW. 8 py 
ceived from this ssociation t 1c following two CONV ALES NCE AFTER HEA 7UR 
booklets How was I Born?’ (price 6d.), and advice for the patient's relations), S 
The Safe Period’ price Is. post free) Phe a “ ait . 
information given in both is brief, simple, and EOIN CASES IN WHICH EXERTION 
CAUSES PAIN \ HE CHEST Pr 
ensible. (64 Sloane Street, London, 5.W.1.) al each. manieas ee : 
MEDICAL ASPECTS OF CAMPIN 
on Price ts. eack ost free 
National Association for Mental Health The NURSERY) "HY GIE NE DURING THI! R 
Annual Report 1950-51 records the Associa- MONTH OF LIFE, 4 pp. Pt +c ! 
tion’s various activities, which include social 
ervices, training and education, residential FAVOURITE PRESCRIPTIONS 
ervices department, clinical services com- n the july 1950 number has been 1 
aterial. |} nde xe So pp. Pru + 4 ; 


mittee, publications and library, and _ inter- 


national activities. The total membership is 
I BINDING CASES Binding cas« for \ 








1,230. During the year under review advice has (july to December 1951) and all previ 
been given to 1,300 applicants for help, and ivailable in green cloth with gilt lettering, price ss. ea 
. , , post free Ihe ses are made to hold 6 cop after t 
2,200 adults and children have been admitted advertisement pages have been removed: they aré 
into the Association's Homes. (Maurice Craig elf-binding. Altert nag abscribers’ cop 
Or at an inclusive charge of 12 6d. per ylu th 
House, 39 Queen Anne Street, London, W.1.) nchudes the cost of the binding case end ret tag 
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In Para-nasal infections 
ARGYROL provides 


physiological 
action without 
cNs Stimulation 


or rebound congestion 





Its Three-fold Effect 


The ARGYROL Technique 


1 





There is no 


chemical substitute for 
Dic ongestion and Relief without Rebound @ Decongestion without Dysfunction 


‘ARGY RO L —the medication of choice in treating para-nasal infection. 


yro!l is a registered trade mark, the property f the makers 


A. C. BARNES COMPANY, NEW BRUNSWICK, Nj 


Sole distributors in U.K.—FASSETT & JOHNSON LTD. ,86 CLERKENWELL RD.,LONDON,E.C.1 
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NEW ADVANCE 


in sex hormone therapy 


Mixogen is the new Organon preparation 









presenting the male and female hormones 
physiologically balanced in one tablet for the 
treatment of all signs and symptoms of de- 
clining sex hormone function in either sex 
The synergistic combination of these 
B.P. substances confers beneficial results 
greatly exceeding any cbtainable with 
much larger doses cf either of the com- 
ponents alone, without the unwanted 
effects often associated with one- 
sided sex hormone therapy. The 
remarkable sense of renewed 

mental and physical vitauty 


is a notable feature of the 


treatment 
The tablets are FREELY 
PRESCRIBABLE UNDER 
THE N.H.S 
M! x oEN toins 0.0044 
ne ethinylastrodiol 8P ond = Male and Female Hormones in | tablet 


In Perspex tubes of 25 tablets and in bottles of 100, 250 and 500 


Full Literature and Bibliography on request 


RGANON LABORATORIES LTD TEMple Bar 6785-6-7 


BRETTENHAM HOUSE, LONDON, W.C.2 TEMple Bar 0251-2 











THE PRACTITIONER 
fifty Dears Ago 


Experience ems to 


what ready there, perhaps, but dim’ 


FEBRUARY, 


[HE proposal! to raise a 


tion of 


fund for the organisa- 


cont research on cancer’ is one 


that moves tl or to reflections as sardonix 


they are del tracking the 


uncer dragon to be a most 


arduous one, and years may elapse, as centuries 


already passed tr 


Hence 


ive out bringing us nearer 


t 


o the discover the need for funds, as 


men cannot » devote the best vears 
of their lives hat may a futile 
n. But the 


Ihe philanthropic millionaire 1s 


prove quest 


thout remunerati vhere are funds 


»> come tron 


rare specic and ts apt to be elusive, however 


cleverly his tail 1 be salted; the public is the 
prey to the tax gatherer and the charity collector, 
nd the State is deaf to any appeal for such a 
l'o the promoters of the 
if they 
have any thought of applying to the Govern- 
ment for help 


purpose as researc! 


scheme, therefore, | would commend 


meditation on what may be 


called the ninth beatitude: Blessed are they who 
expect not, for they shall not be disappointed’ 

Of the new Journal of Obstetrics “The Month’ 
fulfils the promise of its 
the its 


only in 


prophesies th if it 


title page, it wall be leading organ of 
medicine, 


the 


special department ot 
the British 


, 
surely no 


not 


Empire, but in whole world 


med journal had a 
The 


happ $4 
pith 


ever more 


brilliant staff selection of an editor ts 


particular! many journalistic enter- 


prises of great and moment with this regard 


their currents turn awr their promoters, 


scientific lur transcendent lustre as 


a that journalism its, like 
it ‘ lé n 
Considerab 


are, ha 
edicine learnt 
and skill 


delivers ta 


as to be 
knowledge 
ssful 


require ucce 


in woman; and 


journa there are cases 


be left to 
In choosing Mr 


litticult lab. I cannot sately 
uperior 
promoters have sh 


an Editorial (¢ 


own 
ommiuttec 
ilmost dazzling galaxy of 
list of 
Lord Roberts’s 
vhich includes 

of the 


Doran (1849 


there is a 


other 


be like the shining of a bright lantern 


It suddenly 
Walter de la Mare 


makes clear in the mind 


Come Hither: Introduction 


1gO2 
Samaritan Free Hospital for Women in 
serving on its staff for more 


had 


fashionable 


1577 
than thirty years 


In his younger days it been his ambition 


to become a 


gynzxcologist, but he 


and Possesse d an eccentri 


had no surgical hands 
personality. ‘It is a 


The Month 
“Journal of Obstetrics 


coincidence 
the birth of 


in this country 


curious 


that 


jcon 
the 
should 


tinues 


Sir Arthur Mavo Robson (18 


synchronise ( } ne rt 
title in the l The Gi 
{ 


! ! i ha 
; 


hOogica ina 
against ad 


nmeco 
vurnal 


I al J 


atter a 


gon 
under strugyul 


these the 


verse 
circumstance ( worst 
failure of subscribers to p 
There Vere t 


j 


appear 
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Firry YEARS AGO—continued gaged in a ceaseless warfare against scribblers of 
proprietors of the ““Journal’”’ of more than £6000 all ranks, in which quarter was neither given nor 
in the last ten years. The promoters of the received’. Two classic books on diseases of the 
Journal of Obstetrics’’ will perhaps do well stomach are reviewed together lohn ( 
to ponder in their hearts the moral of this story’ Hemmeter’s ‘Diseases of the Stomach: the 
In 1900, Clement Dukes, physician to Rugby Special Pathology, Diagnosis and Treatment 
School, in a paper entitled ‘On the Confusion of | (second edition), and ‘Diseases of the Stomac! 
two Different Diseases under the Name of and their Surgical Treatment’, by A. W. Ma 
Rubella’, first used the term ‘the fourth disease’ Robson and B. G. A. Moynihan. John Conrad 
Ihe first of the ‘Original Communications’ fifty Hemmeter (1863-1931), for long professor 
years ago is from the pen of Claude B. Ker clinical medicine in the University of Marylar 
Medical Superintendent of the Edinburgh School of Medicine, Baltimore, and a re« 
City Hospital for Infectious Disease who con- nized authority on cancer ot the stomacl lie 
cludes his article, ‘Scarlet Fever, Measles, and of that disease at the age of sixt ever Sir 
German Measles—is there a Fourth Disease?’ Arthur Mavo Robson (1853-1933), professor of 
by stating . . while I would not go so far surgery at the University of Leeds, began | 
! is to say that a fourth disease does not exist professional career in general practice. Possess¢ 
} I would submit that in the meantime the of untiring energy and quenchless ent! 
: evidence brought by Dr. Dukes is not sufficiently he was a dexterous operator and a rsatile 
| convincing . . . I feel that only one verdict is surgeon, whose chief interest, | 
possible and the verdict is a Scottish one, abdominal disease 
not proven’’’. Nowhere [comments the Practical Notes’ contain one 
Editor] does the whirligig of time bring mort purely historical interest today. ‘Deep injectior 
trange revenges than in the field of medical ve are informed] of antipyrin into the region of 
liscovery; and it is by no means unlikely that the sciatic nerve are said to give prompt reliet 
Dr. Dukes may yet confound his critics’ in sciatica. For the purpose a long needle 
A new section is introduced this month used, and the injections are made at a point 
t Medical Men of Letters’, featuring Tobias nearly midway between the tuberosit of th 
George Smollett, truant from medicine, who ischium and the great trochanter, and a litth 
juring the whole of his literary life was ‘en- below a line joining these points’ W.R.B 


SHARP as a sihed 
—- TOLEDO SWORD 


} The swords of Toledo were long famed as the sharpest in 
Europe. They were hand-made by craftsmen. VIM _ needles 
are also famed for their sharpness. Skilful grinding by 
craftsmen produces VIM’S incomparable razor-keen points 
and cutting edges. Made from Firth-Brearley stainless steel, 
uniformly tempered, with accurately tapered mounts and 
individually tested . The perfect instrument for safe, 
pain-free injections 
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From 

Wholesale Surgical flways use 
VIM Needk 

Instrument Houses with 


VIM Svrine 
and ensure 

* Injections 
vithout 


Made by Shrimpton & Flet i Objections ° 
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Penicillin Oral 
Cablets-JSoots 








Or ew 


~ ve 
PemiciLLIN ORAL TABE 


Fates 


ENICILLIN ORAL TABLETS can be used for treating adults 
—BOOTS are prepared from pen- except in very serious condi- 
icillin G (crystalline potassium tions). They are particularly 
salt). This salt is not only very suitable for children when re- 
stable but has the cedvantage peated injections may be a 
that the characteristic flavour of serious obstacle to treatment 





the antibiotic is less pronounced 
than with other penicillin salts. 
Penicillin Oral Tablets—Boots 


Tablets o J container 


Because of their small size, these tablets are 
specially suitable for the oral administration of 
penicillin to infants and young children. 


Literature and further information from the Medical Dept. 
BOOTS PURE DRUG COMPANY LIMITED NOTTINGHAM ENGLAND 
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™ Cost 


SURGEONS 
and NURSES 


Made by: Robinson & Sons 
Ltd., Wheat Bridge Mills 
CHESTERFIELD 








BACTERIOLOGICALLY TESTED AND 
SPECIALLY DESIGNED FOR THE *The very thing, Nurse’ 
PREVENTION OF DROPLET INFECTION = At the end of a tiring day, when the body finds 


Af b \ j h k it hard to relax, soothing Bourn-vita induces 
ter many bacteriological experiments this mask was “ + 7 : 
designed to arrest all droplets from the mouth and calm and rest. A nightcap Bourn-vita helps to 
nose, and so to prevent contamination during operation bring sound, restful sleep in health as well as in 
The *'Cestra’’ Mask consists of 4 layers of fine dental sickness. 


gauze. it fastens securely under the chin, has an air 
gap at the sides, is comfortable to wear for long 
periods and may be easily sterilized S ecp sweeter- 
Obtainable from Chemists and Medical Stores 


London Office: King’s Bourne House, 229/23! Bourn-vita 


High Holborn, LONDON, W.C.! 
te tart Made by Cadburys 














IN SAFE HANDS 
The mar. who has appointed the Westminster Bank 


FOR A SOUND INVESTMENT to be his Executor or Trustee can, with truth, say 


ON SUMS UP TO £5,000 that the well-being of his family will be in safe hands. 
. The Bank will carry out his wishes faithfully, bringing 


YIELDING to its task a fund of business experience beyond that 


2 1 possessed by any private individual; it will administer 


its trust with complete integrity; and—more impor- 
tant, perhaps, than any of these—it will at all times 

Income Tax 

paid by the 


Society 


HASTINGS <<...2- 
AND THANET 


BUILDING SOCIETY 


ASSETS £14,000,000 
RESERVES £800,000 


show a very sympathctic consideration towards those 
whose affairs are left in its hands. Inquiries will be 
welcomed at any of the Bank's branches. 








Write for Booklet 


oes Sean: Cuatings end Remagute WESTMINSTER BANK LIMITED 
London : 99 Baker Street, W.! Trustee Department: $3 Threadneedle St., London, EC 2 
Northern: 4! Fishergate, Preston ee thant a EES = 














ANNOUNCEMENTS LXXIII 


ST. ANDREWS HOSPITAL, NORTHAMPTON 


FOR NERVOUS AND MENTAL DISORDERS 
President—Tue Most Hon. ture MARQUESS OF EXETER, K.G., C.M.G., A.D 
Medical Superintendent—THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M 
This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are 

suffering from incipient mental disorders, or who wish to prevent recurrent attacks of mental trouble; temporary 
patients, and certified patients of both sexes are received for treatment. Careful clinical, biochemical, bac 
teriological and pathological examinations. Private rooms with special nurses, male or female, in the 
or in one of the numerous villas in the grounds of the various branches can be provided 




















WANTAGE HOUSE 


This is a Reception Hospital in detached grounds with a separate entrance, to which patients cs 
mitted. It is equipped with all the apparatus fer the complete investigation and treatment of Mental ar 
Disorders by the most modern methods; insulin treatment is available for suitable cases. It conta 
departments for hydrotherapy by various methods, mncluding Turkish and Russian baths, the prolong 
sion bath, Vichy Douche, Scotch Douche, Electrical baths, Plombiéres treatment, &« There is an Operating 
Theatre, a Dental Surgery, an X-Ray Room, an Ultra-Violet Apparatus, and a Department for Diathermy and 
High-Frequency treatment It also contains Laboratories for biochemical, bactersmlogical, and pathological! 
research. Psychotherapeutic treatment is employed when indicated 


MOULTON PARK 
I'wo miles from the Main Hospital there are several branch establishments and villas situated in a park and 
farm of 650 acres. Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, ar 
orchards of Moulton Park. Occupational therapy is a feature of this branch, and patients are given every facility 
for occupying themselves in farming, gardening, and fruit-growing 


BRYN—Y—NEUADD HALL 


The seaside house of St. Andrews Hospital is beautifully situated in a Park of 330 acres, at Lianfairfechan 
amidst the finest scenery in North Wales. On the north-west side of the Estate a mile of sea coast forms the 
boundary. Patients may visit this branch for a short seaside change, or for longer periods. The Hospital has its 
own private bathing house on the seashore. There is trout fishing in the park 

At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis 
courts (grass and hard courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have 
their own gardens, and facilities are provided ior Tenpclieneion. such as carpentry, &c 

For terms and further particulars apply to the Medical Superintendent( Telephone: No. 4354, three lines 
Northampton), who can be seen in London by appointment 











Ralgex Sub-Fertility 


ANALGESIC - RESOLVENT 


COUNTER-IRRITANT Ce ntre 


A solid embrocation without disagreeable 
odour Will not stain clothing * 


Indications TUE _ si lati 
RHEUMATIC & MUSCULAR pee comma geo tg 
PAINS, NEURALGIA & ASSOCIATION Sub-Fertility 
HEADACHES, BRONCHITIS, Centre, 64, Sloane Street, Lon- 
CATARRH, LARYNGITIS = a . 

neat don, S.W.1. Under medical 

Action 
The analgesic properties in Ralgex direction; undertakes the in- 
rd rapid relief of all rheumatic vestigation and treatment of 


er pains 








male sub-fertility. Patients 
asa counter-irritant in P 


f Bronchitis, Catarrh, | accepted through doctors and 


Laryngitis or Pheryagitt hospitals only. Write for details 


Clinical ples and literature 
giadly sent upon request (sanman) 
PHARMAX LIMITED, 2” 


The Organ Works, Old Hill, Chislehurst, Kent. 


and charges. 






































LXXI\ THE PRACTITIONER 




















The problem was 


to provide soluble aspirin in 
stable tablet form 


Aspirin is acidic, sparingly soluble, and for many subjects a gastric 
irritant. By contrast, its calcium salt is neutral, soluble and bland. 
Unfortunately, however, calcium aspirin as ordinarily presented 
is unstable, and thus, sooner or later, becomes contaminated with 
the breakdown products, acetic and salicylic acids. In ‘Solprin’ 
the problem of providing calcium aspirin in a substantially 
neutral, stable and palatable form has been solved. Extensive 
clinical trials show that Solprin 
in large dosage and over pro- 
longed periods, can be tolerated 
without the development of gas- 
tric and systemic disturbances, 


except in cases of extreme 


Tab Aspirin. Solub. (Reckitt) 


hypersensitivity. 


SOLPRIN 


Stable, soluble, palatable Clinical sample and literature supplied on 
application. Solprin is not advertised to the 





calctum aspirin 


public and is available only on prescript 
U.K. and Northern Ireland only.) It is not 
bject to Purchase Tax, and when prescribed 


sts actually less than 1d. for three tablets 


RECKITT 4 cc MAN I » HULL AND i N ‘ HARMACEL I AL DEPT H LL) 
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ROYAL NAVAL MEDICAL SERVICE 


Candidates are invited for service as Medical Officers in the Royal Navy—preferably below 
28 years They must be British subjects whose parents are British subjects, and be medically fit 
No examination will be held but an interview will be required initial entry will be for 4 years 
short service after which gratuity of £600 (tax free) is payable, but permanent commissions are 
available for selected short service officers. Officers entered on or after Ist January, 1951, will 
be eligible to be considered for ante-dates of seniority up to 2 years for service in recognised 
civil hospitals, etc FOR FULL DETAILS APPLY MEDICAL DIRECTOR-GENERAL, ADMIRALTY 
$.W.) 
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~ ACIMETION- 


DL-METHIONINE 


The only essential sulphur - containing 
amino acid 
The effect of methionine in protecting the 
liver against fatty degeneration and toxic sub- 
stances is due to the following factors :— 
1. The presence in the molecule of a sulphur atom 
which is concerned with the transsulphuration 
reactions. 


. The presence of a methyl group which 
is responsible for various transmethylation 


reactions. 
INDICATIONS 
Toxic hepatitis, hepatic cirrhosis, secondary 
anaemias, purpura, jaundice and debility- 


In packings of 50 and 250 tablets 
each containing 0.25 G. DL-Methionine 








Clinical samples and literature on request 


CONTINENTAL LABORATORIES LTD 


101, Great Russell Street, London, W.C.1 


Telephone: MUSeum 20423 © Telegrams: Taxolabs, Phone, London 
































Chewing Gum 


simplifies the treatment 


Prolonged local medication against penicillin-sensitive organisms, 
within the buccal cavity, is attained, easily and effectively, by the 
use of Chulin (Penicillin Chewing Gum A&H). The penicillin, 
incorporated in a new, improved and palatable mint-flavoured 
base, is brought into intimate contact with infected surfaces, 
providing cn effective concentration of penicillin in the mouth for 
three to four hours. 

Chulin is the simplest way of treating Vincent’s infection, tonsillitis, 
pyorrhea and other oral infections due to penicillin-sensitive 
Organisms. 


One day’s effective local penicillin therapy 
with 3 pieces 


CHULIN 


Trade Mark 


(PENICILLIN CHEWING GUM Aé&H) 








